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Conditions which prompted the study

One of the persistent questions left behind upon completion of the Economic
Efficiency Factor (EEF) developed by Goodman, Campbell, Millar, Cook, Jennings,
Rimmer, and Evans (1998), was how Army Medical Department (AMEDD) hospital
command teams could utilize the service line efficiency information to help wring cost
savings out of their operations. While the model helps identify service lines which
demonstrated lower cost effectiveness, it does not provide specific information on what
led to the lower efficiency.

The EEF model was designed to help AMEDD leaders identify and prioritize the areas
requiring the most immediate attention (i.e. service lines losing the greatest amounts or
greatest percentages of dollars). The next step envisioned by the EEF authors was to use
a regression mode! to validate the EEF and find items correlated between efficiency and
facility staffing. This study was conducted on U.S. Army Dental Command
(USADENCOM) Dental Activities (DENTACs) throughout the world. This resulted in a
regression model with an adjusted 1* of 0.814 indicating a relatively strong relationship
between the dependent variable, a modified EEF (Goodman Factor), and the independent
variables. These independent variables included data as staffing ratios of dentists to
assistants, dentists to enlisted support staff, hygienists per supported population, and the
percentage of dental readiness category III (Goodman, Campbell, Millar, Cook, Irwin,
Rimmer, Perry, and Evans, 1999).

With the significant differences in staffing ratios between DENTACs with higher
Goodman Factor (EFF scores), this author is interested in the possibility of relationships

existing in the hospital environment. This study will attempt to provide a foundation for
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a methodology designed to allow individual Military Treatment Facility (MTF) leaders to
look deeper into their organizations for changes in staffing and efficiengy. The intention
is to develop a tool that will be accepted and implemented by one hospital and then
modified for use throughout the AMEDD.

The medical community in the civilian sector is undergoing some significant paradigm
shifts, particularly in the area of financial accountability. Mowll (1998) found that
hospitals in states with the highest percentages of managed care penetration were more
likely to have significantly better financial health and cash positions, but more heavily
indebted than hospitals in states with the lowest managed care penetration rates. Mowll
(1998) writes that he was surprised by the findings because the reimbursement rates by
payors in areas of high managed care penetration were significantly lower. Perhaps the
effects of greater competition and the need to control costs better led hospitals to more
carefully review their internal operations.

Part of the success of hospitals competing in higher managed care markets may be
related to increased financial leverage. “Higher managed care penetration is predictive of
consistent revenues which in turn is more attractive to lenders” (personal communication
with Dr. Mark Perry, October 1998). Additionally, the greater financial leverage allows
the hospitals to invest in health programs which may not demonstrate positive results for
many years, such as prevention, with loans that are paid off over a long period of time
(The Healthcare Forum, 1996).

This meshes well with the findings of Kirby and Sebastian (1998), who predict that in
areas of high managed care penetration, managed care organizations (MCOs) in the

future will no longer gain market share through cosf—cutting alone. The MCOs will need
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to implement strategies which meet the public’s perceptions of appropriate care, more
patient involvement or choice, and satisfy them with friendly physicians and staff.

The AMEDD is clearly operating within an increasingly competitive environment.
Like the civilian healthcare sector, the AMEDD must review management techniques of
the past and make unified corporate decisions on the changes necessary for survivalv. The
concept of large ‘blue-chip’ corporations falling on difficult, even tragic, economic
conditions because of steadfast adherence to their historically “successful” strategies is
not new (Christensen, 1997; Senge, 1994; Kantor, 1989).

No longer can the AMEDD leadership be lulled into inactivity by a relatively captive
beneficiary population. Today, beneficiaries can sign up for the TRICARE PRIME
option and use only the contract provider. In the future, they may be able to take their
“dollars” and sign-up with the Federal Employee’s Health Benefit Program (FEHBP),
causing an increasing financial strain on the Military Health System (MHS).

It was fortuitous that the quest for further refinement of the EEF was met by a request
from the Executive Officer of Brooke Army Medical Center (BAMC) to assist with the
development of a strategic plan by conducting the preparatory analysis. The Commander
also wanted information for a one-year plan to help transition BAMC during Fiscal Year
1999 (FY99) from status quo towards the directions made from the strategic plan. This
was important because BAMC was facing the reduction of $3.2 million dollars, which
equates to a 3.4% reduction in operational spending. The BAMC Chief of Staff and
Executive Officer agreed that this Graduate Management Project would be the

preparatory analysis for the Strategic Plan.
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Statement of the Problem

Literature suggests that strategic planning is an outstanding method for BAMC to
assess how it is currently interacting with the competitive environment and how they
would like to interact with the competitive environment in the future. (Christensen,
1997, Ginter, Swayne, and Duncan, 1996; Mintzberg, 1994; Bean, 1993, Sibson, 1992).

Because strategic plans help an organization move toward new opportunities, they
often require money or resources. These requirements materialize in the form of
personnel, supplies, equipment, construction, travel, and personnel training costs.

While strategic planning may require additional resources, this does not necessarily
mean new money. In the case of the Military Health System (MHS), the funding is a
combination of fixed income from Operations & Maintenance (O&M) and various
reimbursement incomes. Because the reimbursements play an integral role in the overall
funding of MHS hospitals, care must be taken to ensure that revenue generated by service
lines within the hospital is preserved. If funding is tight, then managing toward
efficiencies is an option to generate savings necessary for investment in the strategic plan.

This project will assess trends in the overall movement of resources, trends in
Utilization Management (UM), the relationship between clinical productivity and staffing
patterns, and assess the relationship between Administrative overhead costs and clinical
productivity.

The goal of this project is to provide a useful product to the BAMC leadership team in
order to help them find the necessary resources internally to finance their Strategic Plan.

If the results provide value to the BAMC leadership team, perhaps some of the trends and

analysis can continue to be tracked and monitored by staff elements in the future.
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Areas of Focus for this Graduate Management Project

Healthcare is facing similar challenges today that the majority of Corporate America
faced in the 1980s. Success results from adaptation to the rapid changes in the market
place by harnessing the abilities of the employees and reduction of bureaucracy.

Change is a process that needs to be embraced and managed. Stakeholders must be
identified. The mission, vision, and goals must be clearly articulated by the leadership.
All employees must become vested in the need for the change process.

Good strategic planning has historically proven to be superior to tactical prowess. Yet
strategic planning is failing in Corporate America. Poor analysis and an inability of
leadership to implement plans are the major reasons.

This is changed through positive and visionary leadership. Resources must be moved
to support the strategic plan and the business process changes. These actions will likely
cause internal strife. The AMEDD leadership must overcome these fierce struggles.

Managed care is established within the Military Health System (MHS). This enables
behavior and business process changes. Inpatient excess capacity has been generated and
is a threat to the financial condition of the healthcare organization which does not shed
unnecessary personnel. Unmanaged excess capacity will be consumed by a growing
administrative bureaucracy. ‘Across-the-board’ staffing reductions often cause disastrous
healthcare and financial results. Focused reductions based on data are recommended.

Productivity is another area that is discussed and measured in civilian managed care
organizations. How does the AMEDD compare?

The data exists to review many of these questions. The issues are to know what

databases are available, which data is contained in each one, and what the limitations are.
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Literature Review

The Competitive World

From the most general perspective, the healthcare industry is currently facing the
difficult challenges posed by the competitive nature of the free market. U.S. industry
faced these challenges during the 1980’s. Many corporations emerged stronger and more
competitive. Others did not survive at all (Kantor, 1989).

Kantor’s research leads her to conclude that the successful corporations are those
which contend with the rapidly changing environment (external forces) by harnessing the
entrepreneurial “human capital” of their employees. She argues for increased operational
synergy, increased trust and partnership with other organizations to lower wasteful
competition, reduction of bureaucracy, reduction of fixed costs — with increased use of
variable expenditures, more involvement of the workforce, and increasing the use of
teams with regroupings of personnel to “churn up” new solutions (Kantor, 1989).

Similarly, other research indicates that a major hurdle confronting many
organizations is the constraint of past successes. This powerful psychological
conditioning limits new thought and creative breakthroughs in much the same manner as
captive young elephants are conditioned. Older elephants are so powerful that it is
pointless to try chaining them to stakes. Therefore, young elephants are shackled with
heavy chains to deeply embedded stakes. In this manner, they are conditioned at an early
age to believe that no escape is possible (Belasco, 1990).

Belasco focuses on the relationship between successful corporations and their vision

statements. The best vision statements are short and simple, provide something that is
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value-adding, distinguish the organization with stakeholders, and provide solid decision-
making criteria (Belasco, 1990).

The healthcare industry has been experiencing increasing pressure from the external
environment. Autry and Thomas (1986) describe the growth of competition in the
healthcare industry after full introduction of diagnosis related groups (DRGs). Literature
also indicates that external pressure and competition on the healthcare industry is rising
quickly because of growing concern over the increasing level of the Gross Domestic
Product (GDP) consumed on healthcare in the United States (Kirby and Sebastian, 1998;
Kongstvedt, 1996; and Feldstein, 1994).

This rising external pressure as well as the increasing competition from MCOs is
forcing the healthcare industry to reassess many commonly held management techniques
and best practices. It is encouraging to review Mowll’s (1998) findings that hospitals
located in areas of high managed care penetration were more financially sound and
profitable, even though reimbursement rates were lower, than hospitals located in areas of
low managed care penetration. Likewise, hospitals facing pressures from healthcare
reform, legislation, or other market forces resulted in cost containment and improved
efficiency (Hadley, Zuckerman, and Iezzoni, 1996).

The implications may be that healthcare business practices can be improved and
many more inefficiencies can be wrung out of the system. Additionally, organizations
that focus on the wellbeing of their beneficiary populations as well as efficiencies or cost

containment will be most successful (Kirby and Sebastian, 1998).
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Managing Change and Business Process Reengineering

Perhaps simplistic, yet useful, is Carnall’s (1995) outline map of organizational
change. First, the organizational (strategic) diagnosis of the orgaﬁization is assessed
through surveys of the major stakeholders, such as customers, employees, managers, and
perhaps city or state officials. Next, the vision and strategy formation is developed and
bench-marking against the competition is analyzed.

The four major areas regularly bench-marked were human resources, customer
service, manufacturing, and information services. An area of growing bench-marking
interest is management costs. If the bench-mark requires a significant change to the
current organization, then a shift of resources within the company must take place.

Finally, this leads to organization-specific changes, programs such as Total Quality
Management (TQM), and multi-organizational change programs. These programs could
include closures, mergers, and strategic alliances (Carnall, 1995).

Effective organizations encourage and support employees learning from change. The
existence of a clear set of objectives which are linked to current problems, planning that
includes participation of the employees, a change process that is a sustained initiative,
early training and improvement of managerial performance, and monitoring and
evaluation of the changes are all common themes in organizations which embrace
organization-wide (strategic) change (Carnall, 1995; Belasco, 1990; Kantor, 1989).

Carnall (1995) cites a case study on a large health district in the United Kingdom.
During the period of review, a number of organizational changes were taking place. Over
the top of this change was a budget that was being reduced which was seen as

constraining the provision of services. Several organizational practices were taking place

11
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that proved to be harmful and caused waste, confusion, defensiveness, and in the end, a
reduction of money for services.

The treasurer would regularly present exaggeratedly high spending rates in order to
get the spending units (usually those actually performing the patient care) to slow down
in order to avoid overspending. This created ‘slack’ money for the treasurer to dole out
(patronage) in order to manage the politics of the organization.

Carnall (1995) felt that the identification of inefficiency and ineffectiveness is a key
responsibility for the finance department. The finance department should also be held
accountable for recommending changes or solutions to departmental problems.

Michael Hammer (1990), discusses his frustration with the relatively small gains in
American productivity during the 1980s despite constant downsizing, restructuring, and
huge investments in automation (information technology). He states that many of the
administrative functions were designed to facilitate control and efficiency before the
advent of computers. With the new desire for speed, customer service, and innovation,
the automation of old processes has done little to enhance cost savings or efficiency.

Hammer (1990) cites the example of Ford Motor Company’s reengineedn g of their
Accounts Payable Division. Ford executives were enthusiastic about the plan to tighten
this division with a reduction of staff from 500 to 400. Then, the executives were shown
the Mazda Motor Company’s Accounts Payable Division of five people.

Even after adjusting for Mazda’s smaller size, the Ford executives realized that their
plan for a reduction to a staff of 400 would still be five times the size it could be if it
operated like the smaller Mazda unit (Hammer, 1990). Hammer suggests that Mazda

was able to successfully organize around outcomes and not tasks.

12
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Strategic Planning

Abundant literature suggests that strategic planning is an outstanding method for
assessing how an organization is currently interacting with the competiti;/e environment
and how the leadership would like to have the corporate entity interact with the
competitive environment in the future (Christensen, 1997; Ginter, Swayne, and Duncan,
1996; Mintzberg, 1994; Bean, 1993; Sibson, 1992).

When the right long-term priorities are set and implemented by corporate leadership,
this is known as strategic effectiveness. Many of the business outcomes of the 1980s
were greatly influenced by the degree of strategic effectiveness corporations achieved or
did not achieve (Bean, 1993). Several authors note that a significant overhaul of the
strategic planning process in American corporations must take place because it has failed,
largely due to a lack of implementation (Mintzberg, 1994; Bean, 1993).

Bean (1993) talks about strategic leverage and its importance to long term success.
Strategic, proactive teamwork prevails over operational, reactive individualism over a
long term multi-bout campaign.

T. R. Fehrenbach (1994) notes that the American military has been lauded and well-
respected over the past 100 years because of its ability to successfully fight and win wars
from a strategic standpoint. However, the American military has suffered many serious
tactical losses because of less than stellar tactical abilities. Likewise, the tactical abilities,
machine-like efficiency, and professionalism of the German armiés throughout the last
100 years won repeated tactical victories. However, Germany lost every war fought

during the time frame (Fehrenbach, 1994).
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Using the war-time analogy, is the MHS ‘fighting’ the strategic campaign, meaning
the overall health level of our beneficiaries, or simply tactically ‘fighting’ individual
battles, meaning acute clinical encounters?

Bean (1993) describes how the environment has changed for the corporate world over
the last 100 years. In the early 1900s technology was simple and stable, challenges were
readily identifiable, and markets were local. Now, near the turn of the century,
technology advances occur at an increasing tempo, challenges from competition can rise
up almost instantaneously, and markets are now global in nature.

In Henry Mintzberg’s 1994 book, The Rise and Fall of Strategic Planning, he writes

that the research demonstrates that most strategic plans show a poor understanding of
complex systems (poor analysis). His research has also led him to the conclusion that
strategic planning is a failure because of the inability or unwillingness of corporate
leadership to implement and resource the strategic plan. Therefore, he wonders why so
many organizations even bother spending the time to develop a corporate strategic plan.

Mintzberg is not alone in his assertions about the failure of strategic planning.
Christensen (1997) writes that more corporations are outsourcing the function of strategic
planning because they are unhappy with the high costs and low value-added that these
departments bring to the corporations. He explains that perhaps this is short-sighted.
Strategic thinking at most corporations is not a valued core-competency because most are
operating the business with a strategy that is working.

However, as times change with better technology, government regulation, and new
competition, many corporations may be unable to recognize the need to modify corporate

strategies in order to regain competitiveness (Christensen, 1997; Senge, 1994). Peter

14
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Senge adds that during a working career, fifty percent of Americans will see their
corporation disappear. Many of these corporations fail, even though evidence was
available that they were in trouble.

Mintzberg (1994) describes planning as a method to design the future and
methodically bring it about. He thinks that it is a process of formalization, yet is not
decision making, management, or strategy making. He asks corporate executives why
they plan. The most common responses revolve around coordination of functional
departmental actions towards a common set of goals, ensuring the future has been
accounted for, the need for organizations to act in a ‘rational’ manner, and the need for
organizational control.

Mintzberg’s (1994) research cites the Department of Defense’s use of the Planning,
Programming, Budgeting, and Execution System (PPBES) as an outstanding example of
an organization attempting to control and act ‘rationally’ with disappointing results. He
believes that PPBES is an utter failure because no one person (or group) has an intuitive
grasp of the entire complex military organization. The military medical community has
long felt itself so complex that proper analysis may not be possible.

Additionally, Mintzberg’s research has led him to conclude that the actual strategy
undertaken by an organization is likely to be a hybrid of intended (planned corporate)
strategy and emergent (employee driven or learned) strategy. The level of corporate
control will either encourage the learning organization or stifle the learning and creativity
from an organization. An example of a learning organization that experienced benefits
from an emergent strategy is the 3M Corporation making millions of dollars of profit

from the Post-It-Notes, originally a total adhesive failure (McDaniel, 1997).
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The Impact of Leadership

Mintzberg (1994) and Bean (1993) make continuous reference to the failure of
strategic planning in American organizations. This is largely the result of a failure by
corporate leadership to implement strategic plans even when credible strategies were
crafted. Mintzberg (1994) clearly states that the capital budget should reflect the strategic
plan. However, powerful functional or divisional leaders were usually deeply entrenched
and failure to implement the strategic plan often occurred because of the desire by senior
leadership not to ‘make waves’ or ‘disturb the delicate balance.’

There are many parallels between corporate organizations and the MHS hospitals.
Visionary and talented leadership teams with good ideas do exist. Likewise, powerful
division, section, or department chiefs exist who fight against any attempt to reduce their
portion of the resource allocation. The larger question may be about which leadership
style, team building or authoritarian, will be more effective in enabling corporate change
through movement of resources to facilitate implementation of a strategic plan?

Senge (1994) discusses how shared vision and mental models limit or expand the
ways people perceive and act. Another concept, team learning, develops group skills for
looking at the corporate big picture instead of petty individual perspectives. Further, he
describes personal mastery and systems thinking, which help develop the learning in both
individual employees as well as corporate systems. He attempts to show integration and
the relationship between these major concepts and how this integration will help
corporations improve their performance in the marketplace.

Envisioning the future is an important job for organizational leaders. Healthcare

leaders require the same ability. As the healthcare field continues in the transition from
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inpatient-based acute care toward managed (ambulatory-based and prevention-oriented)
care, healthcare leaders may need to rethink about the structure of their delivery
platforms in order to best provide care to their beneficiaries over the long (strategic) term.

The importance of people cannot be overstated. Senge (1994) talks about the learning
organization and the integral role of the employees. Sibson (1992) states that just like
strategic planning is used to help guide and improve the overall position of a corporation,
strategic human resources management is important to improve the future capabilities
and productivity of the employees. Additionally, diversity in the workplace is viewed as
a powerful advantage (Sheerer, 1998; McDaniel, 1997; Kantor, 1989).

Rohrer and Dominguez (1998) looked at the determinants of successful community
health system planning in the state of Iowa. The study findings recommend expansion of
four primary services to beneficiaries; better coordination among health professionals,
prevention and health promotion programs, community health nursing, and social support
programs. The study also recommends the use of steering committees to help represent
the consumer perspective from a marketing standpoint.

There are several potential implications for the AMEDD hospitals from this study.
Are we, collectively or individually, being responsive to the needs and desires of the
senior Army leadership? Are we caring for and then returning active duty soldiers to
duty promptly, or are we making them wait in month(s) long queues? Are we preventing
diabetic patients from showing up in the Emergency Room, due to low patient
compliance, by using a proactive community health intervention program? Are we still
tied to the inpatient-based acute illness intervention method of healthcare delivery

because of Graduate Medical Education (GME)?
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Peter Drucker (1998) writes that most of the theory being taught in management
courses is now wrong or seriously out-of-date. Few policies or assumptions about the
economy, business, or technology remain valid longer than 20 to 30 years. However, he
concludes that business and organizational theory is over 50 years old.

He contends that seven fundamental assumptions about management are flawed.
Among these flawed assumptions are; that the principles of management apply only to
business organizations, that there is one single correct way to manage people, that
technology, markets, and customers are fixed and rarely overlap, and that management’s
job is to run the business (internally focused) rather than focus on the environment.

Drucker (1998) points out that the first systematic application of management
principles was when Elihu Root, the new Secretary of War, began a complete
reorganization of the U.S. Army in 1901. Additionally, his research finds that most
schools of management never differentiated between business and non-business
techniques until the 1929 stock market crash. Soon after the start of the Great
Depression, many schools of management began to splinter off into new university
departments to avoid any connection with the terms “business” or “management”.

One of those new fields of management was the growing discipline of hospital
administration, founded by Raymond Sloan. Sloan was the younger brother of another
very successful leader, Alfred Sloan from General Motors.

Despite the desire to show that governmental leadership (public administration) or
hospital leadership (hospital administration) were less “capitalistic”, Drucker’s research
has led him to believe that 90% of issues facing management were the same, regardless

of the type of organization (1998, page 156). Only ten percent may be organizationally
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or corporately unique. This finding is important because, the growth sectors for our
economy will likely be in government, healthcare, professions, and education — not
business (Drucker, 1998).

Efforts are underway in the healthcare field to educate leaders in healthcare
organizations to help them succeed in this increasingly competitive environment.
Ziegenfuss and Weitekamp (1996) collected information on healthcare leadership to help
refocus healthcare administration education. They were able to group the findings into
seven major areas for healthcare administration programs to focus upon.

However, the relevance of this information is not limited to classroom instruction.
Professional organizations and corporate training programs should follow the same basic
format. As the healthcare industry goes through a transformation, from unmanaged to
managed care, greater pressure is being applied to wring unnecessary expenses out of the
chargeable costs and increase customer satisfaction and the quality of services rendered.

Healthcare leaders must be knowledgeable about managed care in order to best place
their organizations in strong strategic positions in the new environment. There is also a
strong economic incentive to learn about managed care. Ziegenfuss and Weitekamp
(1996) describe the difficulties experienced by large non-aligned and/or teaching
hospitals dealing with MCOs because of their higher charges.

Kongstvedt (1996) cites similar findings, with teachings hospitals charging $6,000
per admission versus $4,400 for non-teaching institutions. This makes it much more
difficult for a teaching hospital to successfully compete in a managed care environment.
Kongstvedt (1996) then proceeds to discuss the complication of quality of care. Teaching

hospitals are having greater difficulty showing that their quality of care is better than that
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provided in non-teaching hospitals. Therefore, without the perceived quality difference,
MCOs are unwilling to pay the higher amounts billed by teaching institutions.

Peter Senge’s (1994) research on compensating feedback is relevant to healthcare
leaders in today’s tumultuous environment. When products begin to lose attractiveness
in the market place, the most common mistake made by corporations is to increase
marketing and advertising and to decrease the prices for those products. Often, the
fundamental (root) issue is that something better is available from a competitor.

However, these common management actions cost a great deal. These actions may
temporarily win back some consumers, but the costs are borne by the corporation, which
compensates by reductions in the quality of its service. In the long run, the more
aggressive the techniques to hold customers, the more customers they lose (Senge, 1994).

The center of modern society is the managed institution and its role in the larger
environment. Management is the tool to enable organizations to produce the desired
results. Drucker (1998) claims that the healthcare industry has gone the farthest into
management of the entire process. The health maintenance organization (HMO) is the
first attempt to manage a process (health) without actually owning much of anything.

Drucker adds that while this first attempt is the correct direction for future
organizations, the HMO is “none too successful” (1998, Page 172). It demonstrates that
we do not yet know how to do the job right. HMOs have focused on integration of
healthcare management through costs. To be fully successful, the management of
healthcare will need to be based on health care, not costs (Drucker, 1998). “In the 21%
century, the first-line healthcare organizations will control cost and quality as one of its

central functions” (Griffith, 1995, Page 455).
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Strategic Planning in Healthcare Organizations and Implications for the MHS

Paul Feldstein (1994) wrote about health policy from an economic perspective. He
based much of his research on a few over-arching assumptions. First, the amount of
resources being consumed in the delivery of healthcare was too great. Congressional
Budget Office estimates were $320 billion, or 20.3% of all 1995 federal expenditures,
spent on healthcare. Second, he assumed that we should focus on cost and the cost-
effectiveness of healthcare programs and expenditures from a federal policy perspective.
Third, he assumes that most healthcare programs for medical services funded by the
government are nearing the flat of the curve. In other words, further expenditures on
medical services will not likely yield better outcomes, longer and more productive lives,
or lower mortality (McDaniel, 1997; Feldstein, 1994).

Despite numerous good governmental policies and market pressures during the 1980s
that did result in reduction of many unwanted or unnecessary behaviors in the healthcare
profession, consumer demand and overall costs rose at a frightening rate. Technology, in
the form of new procedures and new equipment, and shifting demographics are the
biggest drivers for increasing consumer demand (Kongstvedt, 1996; Feldstein, 1994).

Clearly, the government has not been silent on the issue of continued increases in
federal healthcare spending. Legislation was enacted to reduce expenditures for patients
that need skilled nursing facility (SNF) care. During the latter months of 1997, the
Department of Justice began a campaign of penalty assessment letters to hospitals that
had billed the Health Care Financing Activity (HCFA) “fraudulently.” This kind of
information is important to understand for healthcare organizations which are attempting

to prepare strategic plans for the future.
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Strategic management in healthcare organizations sets the direction for success.
However, it is inseparable from leadership. It is leadership which creates the
organizational culture that is responsive to change. The hospitals and healthcare
organizations that are most likely to survive are those which can renew or reinvent
themselves rapidly (Ginter, Swayne, and Duncan, 1996).

Ginter, Swayne, and Duncan (1996) call this chaotic environment hypercompetition.
Alliances, price-structuring, rapid market entries and exits, and growing competition for
the money paid out by fewer payors are the major components of hypercompetition.

McDaniel (1997) argues that the most successful healthcare corporations in the future
will be the ones that encourage and promote increased internal complication and chaos,
through such techniques as self-organizing groups and matrix organizations. Healthcare
leaders need to increase the volume of information in order to see more opportunities for
strategic action. Most importantly, organizations are never completed. Unlike the
relative stability of the past, today’s successful organizations will always remain in a state
of becoming. Health care organizations must not simply be aware of their environment,
McDaniel (1997) stresses that they need to change the environment.

An actual example of this new style of leadership is the actions undertaken between a
rural Texas hospital, the Greater San Antonio Hospital Council, and the Texas Hospital
Association (THA) in January 1998, to successfully present evidence to Congress on the
abusiveness of the Department of Justice and their interpretation of the False Claims Act.

It is interesting to watch the healthcare industry begin to accept the call for chaos and
creativity, that was being advocated to non-healthcare businesses during the 1980s

(Kantor, 1989; Peters, 1989). This is exceptional when one considers that the healthcare
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industry was largely non-competitive and tied to the cost-plus reimbursement
environment prior to 1970 (Ginter, Swayne, and Duncan, 1996).

There are many implications of these changes for the MHS. The MHS has been
under growing scrutiny because of perceived inefficiencies and unchecked cost growth.
Braendel (1990) laid the foundation for profound changes to the MHS. His research and
strategic plan for moving the MHS away from the perverse monetary reward system,
known as the Medical Care Composite Units (MCCU), towards a capitation-like funding
stream set in motion large-scale behavior changes in the AMEDD.

The AMEDD underwent many of the Braendel-driven changes in FY92, under a
program called Gateway-to-Care. While some may never fully appreciate the inertia
required for this change, the capitation-like funding stream finally allowed managed care
actions, such as health promotion, prevention programs, and ambulatory-based rather
than acute, episodic inpatient-based care, to take hold. The entire MHS was moved into a
capitation-like budget in FY94. After overcoming initial resistance, data does suggest
that inpatient admissions and average beds days per admission are down significantly.
This may suggest that physician behaviors have been modified, since they alone are
responsible for admissions, lengths of stay, and discharge of patients. With these
utilization reductions, excess capacity has developed.

Sopariwala (1997) describes the serious threat to the long-term financial health of
hospitals posed by excess capacity. Previous thinking may have led some healthcare
leaders to assume that excess capacity is “bought and paid for” and is built into the fixed
costs of the institution. In this competitive environment, excess capacity that is not re-

utilized into revenue producing activities will increasingly place a financial drain on
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those institutions. While the initial risk may seem small, insidious danger lurks behind
this inaction. MCOs and other payors will likely continue to reduce reimbursements, and
competitors will be working to identify excess capacity in order to lower their costs.

The research presented by Sopariwala (1997) on the dangers of excess capacity is an
excellent segway to British theorist Max Gammon. Gammon (1993) conducted a
historical study of the British Government’s social experiment into national healthcare
coverage. On 5 July 1948, all Voluntary (Private) Hospitals in Britain were nationalized.
Over the course of time, criticisms began to mount against a medical system that was
consuming greater amounts of governmental revenues (taxes) and was providing less
care, fewer available beds, and longer waiting lists for non-urgent care.

From 1948 to 1990, available hospital beds fell from just under 490,000 to around
290,000. This represented a reduction in access-to-care of nearly 40%. At the same
time, the increasing healthcare costs were largely explained by a remarkable growth in
staffing per bed, 0.7 in 1948, growing to 2.9 staff per bed in 1990. Overall, this
amounted to a reduction of 200,000 beds coupled with a growth of nearly 500,000 staff
working in the nationalized hospitals (Gammon, 1993). Worse, during his research into
the 143% growth in personnel, he found a correlation of negative 0.99 between beds
occupied and growth in hospital administrative staff between 1965 and 1973.

This growth in administrative staff was largely driven by the hiring of additional
nursing staff caused by a growth of nursing administration positions. As the Nursing
Profession in Britain propagated the belief that Ward Sister (clinical staff nurse) was the
lowest rung on the professional scale, nurses moved away from the bedside as quickly as

possible in order to obtain more prestigious jobs in management or education. This
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resulted in an increasing number of nurses employed and a decreasing number of nurses
providing care to the patients. This discovery became known as the Theory of
Bureaucratic Displacement or Gammon’s Law.

The Healthcare Forum (1996) computer simulation exercise, Risky Business, is a safe

way for healthcare leaders to experiment with alternative courses of action for financing
and investing in healthcare programs to properly meet the needs of an aging beneficiary
population. The author performed multiple experiments with the simulation which did
produce several results worth stating. First, it was seemingly impossible to successfully
survive financially if hospital staffing was increased. Second, failure to invest early and
in increasing amounts into personnel education, information systems, and healthcare
(clinical) programs always resulted in financial demise. Third, emphasizing new
programs without additional hiring could be accomplished through personnel education
and retraining.

This lesson relates back to the MHS. MHS leaders have stated that the reduction in
dollars available for care are, in part, due to “unfunded mandates.” The MHS shift
towards managed care and prevention has been viewed by some as a new mission which
requires new money and personnel resources.

This extremely short-sighted and uncreative management style results from a
profound lack of understanding of the entire basis of literature concerning the precepts of
managed care. Some MHS leaders may believe that managed care requires more
resources because of their perception that it is a new program that needs to be added to

the current inpatient-based and acute care-oriented status quo.
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The size of the workforce is a sensitive issue. However, it is an issue that must be
addressed. Gammon (1993) spoke of a massive growth in the administrative ranks of
British hospitals. The fundamental issue is that without worry of competition, the
bureaucracy begins to feed itself and not the original mission that it was intended to carry
out (Carnall, 1995; Gammon, 1993).

Murphy and Murphy (1996) stress that caution must be exercised in conducting staff
reductions. They point out that across-the-board staffing cuts achieve very limited
savings and usually result in decreased clinical quality and lower patient satisfaction
scores. They advocate an approach called the work process analysis. They focus on
having a healthcare organization identify the types of work that add value to the overall
organization. This helps cull out duplicative work and tasks which are currently being
done that do little towards facilitation of the organizational mission accomplishment.

Productivity is another sensitive subject for many organizations. Kongstvedt (1996)
cites studies of primary care productivity in the fee-for-service (FFS) environment.
Overall, productivity was around 97 visits per week, 76 of them being in an outpatient
setting. Further analysis showed that the average for individual services varied due to the
complexity of the patients. For example, Internal Medicine providers averaged 93.5 per
week (62 in outpatient settings), Family Practice averaged 124 per week (109.5 in
outpatient settings), and Pediatrics averaged 118.6 per week (99.6 in outpatient settings).

Kongstvedt (1996) also noted that MCO physicians in those specialties average about
83% of that level of productivity. Increasingly important is the concept of customer
satisfaction. Anecdotal observation indicates that patients rate female providers higher

for customer satisfaction. Perhaps it is not a gender issue. Literature states that the
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female physicians in primary care specialties in the FFS environment average about 85%
of the productivity level of male physicians (Kongstvedt, 1996). There may be some
quantity-quality trade-off for the female physician data. The patients who receive more
quality time with a provider may rate them higher in terms of patient satisfaction, now
considered an indication of quality. The potential implication for the AMEDD is that
there may be a productivity level which best satisfies the beneficiaries.

No matter how controversial the subject of productivity is, some authors contend that
the most important step may be to set standards — in writing. Preston (1997), writes that
not only physicians should live with productivity standards, but most employees.
Reception staff must become vested in the importance of ensuring that all scheduled
patients are called the day prior to reduce the number of no-shows.

These are simple concepts that the MHS must come to grips with. In the transition
from the old MCCU and funded personnel authorization budgeting of the past, senior
leaders have had to relearn everything about managing money, authorizations, and the
business practice. Yet, similar to Feldstein’s (1994) findings, MHS leaders have had to
contend with the congress, concerned with the high growth in military healthcare
expenditures, and unsatisfied beneficiaries.

None-the-less, vestiges of the past remain. Senior department or division chiefs may
still cling to the concept of the size of their workforce or budget as a measure of their
importance. This can lead to fierce internal struggles over resource reallocations. This
may still occur even though the fundamental business processes have changed. Some of

these fundamental changes include Prime Vendor contracts replacing the need for
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warehousing of supplies, the increasing demands for information systems, and the
significant reduction in required inpatient bed capacity.

Kongstvedt (1996) and others discuss the roles of rapidly changing medical
technology and the aging population as the two biggest contributors toward healthcare
cost growth. The MHS is not exempt from this. With the addition of the TRICARE
Senior mission, the question of applicability and pertinence must be raised. The MHS
ties to Graduate Medical Education (GME) require high volume for caseload. Are the
cases presented by the patients in TRICARE Senior, who are 65 years of age or more,
applicable in order to adequately train military physicians for the battlefield?

Sopariwala (1997) talks about the financial dangers of failing to harvest savings from
excess bed capacity. While the MHS is now facing increasing competition from the
Managed Care Support Contracts (MCSC), it is still operating largely in a non-
competitive environment. This suggests that “savings” from excess capacity will be
consumed by a rapid growth in nursing administration as found by Gammon (1993).

Finally, accountability is a role that is taking on new importance for the Chief
Operating Officer (COO) positions in many healthcare organizations according to Nilson
(1998). The COO must play a more integral role in healthcare operations by asking the
tough questions to help generate efficiencies from the business process changes.

The AMEDD has a Strategic Mission Statement that focuses on readiness. The
AMEDD must project a healthy and protected force, deploy the medical force, and
manage the health care of the soldier, their families, and the larger military alumni family
(Strategic Vision, 1998). They have created goals, vision, and a philosophy to help guide

subordinate organizations.
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Healthcare Information Systems

The importance of Healthcare Information Systems (HIS) in the MCO cannot be
overstated. More than ever, information technology is able to provide management with
voluminous amounts of data. The ever increasing challenge is to ferret out the useful
information from the irrelevant data.

Drucker (1998) contends that part of management’s mistake of focusing inwardly,
instead of on the surrounding environment, has been exacerbated by the rapid growth in
information systems. This is because of the remarkable ability of information systems to
exponentially increase the volume of data available to management teams.

Yet, the management dilemma remains to distill from the data meaningful
- information. As MCOs improve their ability to manage the health of their defined or
enrolled population, they will need to rely on HIS to help them identify beneficiaries
likely to be at risk (smoking, overweight, high alcohol consumption, etc.) and those
whom are high consumers of care.

Feldstein (1994) briefly describes some externalities that effect the overall
consumption of healthcare in the United States. Individuals who do not wear helmets
while riding motorcycles increase healthcare costs in two ways. First, their injuries could
have been prevented or less serious. Second, they may be uninsured and force other
users to pay higher amounts. Additionally, drunk drivers, hand-gun crimes, and other
violent behaviors all indirectly lead to increased consumption of healthcare (Feldstein,
1994). Perhaps the MHS could use its vast array of HIS to identify externalities as well
as high risk beneficiaries and tailor intervention programs to keep them healthier and

minimize costs.

29




Strategic Plan Preparatory Analysis

A study by J. Michael McGinnis and Willian H. Foege (1993) provides evidence of
the effect our behaviors have on our overall health. They concluded that tobacco usage,
diet and exercise patterns, and high rates of alcohol consumption directly resulted in 38%
of disease processes that caused death in 1990.

A recent study by Lantz, House, Lepkowski, Williams, Mero, and Chen (1998)
presents some different findings. They reviewed the previous research over the past
decades which have focused on lifestyle factors, such as cigarette smoking, as the major
drivers of early onset of disease processes or death. However, their research indicates
that socioeconomic status may play a very significant role in mortality and morbidity.

They found strong relationships between higher education and higher income
correlating with significantly lower levels of smoking, percent of population measured as
being overweight, and higher levels of physical activity. Another interesting finding was
the strong relationship between higher education and income with higher levels of
alcohol consumption. Lower education levels were related to lower income, lower
alcohol consumption, higher probability of being overweight, higher rates of smoking,
and lower levels of physical activity (Lantz, et al., 1998).

The implications of this study for the MHS are significant. The personnel in the
lower pay grades and our military retirees may be at significantly greater risk of being
overweight, higher likelihood of smoking, and lower levels of physical activity. Those
risk factors could increase their chances of suffering from diabetes, heart disease, and
several forms of cancer. The need for information combining pay grade data, health risk
appraisal information, and type of military work may be useful in development of

healthcare management programs.
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There are several trends that have been identified by the Gartner Group (1998) that
will impact the AMEDD and the MHS. First, knowledge management is in the
“contagion” stage and very high, perhaps unrealistic, expectations are being set for this
information leveraging tool. The Gartner Group anticipate that a period of
disillusionment will take place soon, followed by implementation and productivity gains.

Second, the Gartner Group predict that retention and recruitment of information
systems (IS) personnel will become very difficult. The Year 2000 (Y2K) Millennium
Bug and the European currency conversion will help create a bidding war for qualified IS
employees. This may lead to further confusion and disruption to internal operations.

Third, the marketplace will begin to demand externally-focused software. Cost-
cutting, aided by advanced internally-focused software programs, will give way to
revenue-generating software that can evaluate customer trends and changing demands
Gartner Group (1998).

The findings lean towards the likelihood that the MHS hospitals will demonstrate
personnel growth in the information management departments. This must be taken in the
context of the Healthcare Forum (1996) computer simulation results indicating that
financial failure will occur if the overall hospital staff is overgrown. In other words, the
growth required by HIS departments must be “paid for” through reductions in other areas.

Several techniques are being experimented with to help decrease health care delivery
costs. One concept is the use of clinical paths. Clare, Sargent, Moxley, and Forthman
(1995) studied the use of five clinical paths in one hospital. They were able to
benchmark Average Length of Stay (ALOS), major supply usage, and hospital charges

against competitors to find a best practice.
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By analyzing these diagnoses closely, they were able to identify costs as either
manageable, driven by behavior or operating procedure, or unmanageable. The clinical
path for one diagnosis (DRG 112, Acute Myocardial Infarction) led to a reduction in the
ALOS from ten days to six days, and hospital charges per case from $20,231 to $11,444.
The authors clearly point out that the savings are “potential” (page 57) and need to be
monitored with trend analysis. While the reduction in drugs and other supplies represent
actual savings, the reduction in bed days only generates a savings if those excess staffed
beds are refilled with additional patients or the inpatient staff is reduced.

The MHS leadership has access to a voluminous amount of data. The Composite
Health Care System (CHCS), the Medical Expense Performance Reporting System
(MEPRS), the Uniform Chart of Accounts for Personnel (UCAPERS), the Corporate
Executive Information System (CEIS), and the Ambulatory Data System (ADS) are just
some of the current systems available to a hospital command team.

The major stumbling block has been to use the correct data from the correct HIS to be
analyzed in order to provide the hospital leadership with the appropriate information.
Similar to the Clare, et al., (1995) study, savings generated by a good business decision
will not be realized until the personnel are removed from the payroll.

This leads to another issue for the MHS because active duty personnel cannot be fired
or released due to lowering workload. However, as active duty personnel have been
reduced, are they being replaced with government civil service or contract personnel? If
$0, are those new hire actions warranted or simply automatic reactions to replace lost

numbers in order to retain the status quo for the service or department chief?
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The Purpose Statement, Variables, and Hypotheses

The purpose of this project is to provide information relating to the current state of

operations within BAMC relative various historical points in time. The intended utility

of this technique is to help provide the BAMC leadership an analysis of hospital

operations and use of resources and how they relate to the Strategic Plan. The

assumptions and hypotheses will be developed based on healthcare literature.

Lintend to assess trends in the overall movement of resources over time. I

hypothesize the following nine trends:

L.

I hypothesize that resources (both dollars and personnel) will be moved away from
inpatient-related activities into ambulatory, wellness, and prevention programs. I will
operationalize this by measuring the expenditures and Full Time Equivalent (FTE)
data for the Inpatient activities, as found in the MEPRS A-Account and appropriate
D-Account (ancillary activities like Intensive Care Units) over time. I will expect to
see growth, as measured in FTE’s, for Ambulatory (MEPRS B-Account) codes and
applicable MEPRS codes for Community Health Nursing and Health Risk Appraisal
over time.

I hypothesize that resource consumption for automation / information systems will
grow. I will operationalize this by measuring the FTE data from MEPRS for the
appropriate E-Account (administrative services - EBCA) code for information
management activities over time.

I hypothesize that nursing personnel in administration will grow as available beds are
reduced. I will operationalize this by measuring the FTE data from MEPRS for the

appropriate E-Account codes for nursing administration and F-Account (non-
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capitated healthcare services such as nursing education) codes over time. The
available beds and ward staffing will be measured using the data from the Workload
Management System for Nursing (WMSN) which is a sub-system of UCAPERS.
This tracks available beds by operational wards by month. The WMSN will also
provide detailed information on the acuity or level of resource intensity required per
ward, per patient, per day. Finally, it will also compute a required level of nursing
staff, based on the acuity, and show the reported nursing staff that was available to
provide patient care.

. T'hypothesize that utilization management activities may result in an overall drop in
catchment area dispositions (discharges). I will operationalize this by measuring the
changes in dispositions using the CEIS to retrieve inpatient discharges from BAMC
and sort the data by the patient’s home catchment area.

. T hypothesize that the transition towards managed care will result in increased
ambulatory workload. I will operationalize this by measuring Outpatient Clinic Visits
(OPCV) using the MEPRS over time. The data must be normalized to ensure better
analysis. An example; mid-way through FY96, BAMC discontinued most obstetrical
care. This would potentially skew the level of OPCV downward if normalization
does not occur. I will also attempt to gain access to data from the Operating Rooms
on actual ambulatory surgeries against total cases to test for changes in the business
practice.

. T hypothesize that the transition towards managed care will result in movement of
personnel into ambulatory or clinic settings, increasing the productivity of the

assigned staff. I will operationalize this by measuring the growth in expenditures and
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FTE data by clinical service from MEPRS and compare it with changes in OPV over
time.

. T hypothesize that the workload requirements for the ancillary accounts (pharmacy,
pathology, radiology, and nursing) will decline as the number of occupied beds go
down. I will operationalize this by measuring the expenditures and FTE data from
the MEPRS over time. I will also include any available data on ancillary service
workload from MEPRS over time.

. Thypothesize that recognized changes in the business process, such as the onset of
Prime Vendor contracts, will reduce the need for staffing in the productivity enhanced
area. I will operationalize this by measuring FTE data for the E-Account and the
Material and Distribution Services sections of the Logistics Division over time.

. Ihypothesize that the reduction in assigned military personnel has led to replacement
with government civil service or contract hires. The contract hires will be the most
difficult to track within the MEPRS. Data obtained from the MEPRS Part II on
contract personnel can be verified by selecting several nursing sections and going to
the Resource Management Division and reviewing the DD-250 (Receiving Reports)

for contract personnel actually paid for by section.
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Methods and Procedures

The methodology for this project was uniquely determined for each of the objectives

selected in the purpose statement. The following methods for each of the respective nine

hypotheses were used:

1.

I assessed trends in the overall movement of resources over time. I gathered data for
this task from multiple sources. First, I reviewed the actual Operations &
Maintenance (O&M) and reimbursable obligations for several consecutive fiscal
years. This included obligation data for civilian pay, contract pay, CASU pay,
pharmacy supplies, contractual services (such as BASOPS), and all remaining supply
purchases. Second, I reviewed data from the MEPRS starting with the overall
categories of Inpatient (A-Account), Out Patient (B-Account), Non-capitated
Healthcare Costs (F-Account), and Readiness (G-Account). It must be stated that
expenses for Ancillary (D-Account) and Administration (E-Account) are already
stepped-down into the A & B Accounts. The MEPRS includes an account for dental
activities (C-Account), but that was not utilized at any time during this project.
Finally, I looked deeper into the MEPRS to the personnel feeder, the Uniform Chart
of Accounts for Personnel System (UCAPERS). Using the UCAPERS, I gathered the
available time reported by the personnel working in various sections throughout
BAMC. This allowed me to determine if the movement of resources away from
inpatient activities actually resulted in increases in out patient, health promotion,
wellness, or prevention services.

This process was also used to measure the growth (in terms of FTE) in the

information management sections over time
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3. Imeasured the change in nursing personnel in administration and the changes in
operational beds. This was accomplished by measuring the FTE data from MEPRS
for the appropriate E-Account (EBD_) codes for nursing administration and F-
Account (non-capitated healthcare services such as nursing education) codes over
time. The available beds and ward staffing was measured using the data from the
Workload Management System for Nursing (WMSN) which is a sub-system of
UCAPERS. This tracks available beds by operational ward by month. The WMSN
also provided detailed information on the acuity or level of resource intensity required
per ward, per patient, per day. It also computed a required level of nursing staff,
based on the acuity, and the actual nursing staff that was available to provide patient
care.

4. 1measured some utilization management activities by the changes in catchment area
disposition data from the CEIS. The CEIS retrieved inpatient discharges from
BAMC and sorted the data by the patient’s home catchment area. The CEIS was used
to identify where the patients came from, the services used at BAMC, the number of
bed days, the category of patient, and the Case Mix Index (CMI). The hypothesis
was that under the managed care concept, utilization management should help reduce
the number of beneficiary admissions/discharges. It was expected that the overall
number of dispositions would fall over time with corresponding growth in both CMI
and bed days per disposition (sicker and more resource intensive patients). The CMI
was tracked in a cumulative method over time to assess whether the decline in the
number of inpatients (utilization management) actually left only the sickest (higher

CMI) patients in the hospital.
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5. Ihypothesized that the transition towards managed care would result in increased
ambulatory workload. I measured this by tracking OPCV from the MEPRS over
time. I was aware that problems with the Defense Finance & Accounting System
(DFAS) San Antonio delayed processing of many months of fiscal year 1998 data.
This was overcome because I had access to the monthly World Wide Workload
Report (WWWR) which is the hard copy feeder report into the MEPRS database.
The data was normalized to ensure better analysis. Obstetrics (which was
discontinued mid-way through FY96) and Therapeutic Radiology (weighted
procedures prior to FY98) clinic visits were removed from the data to ensure
normalization. I gained access to raw data from the Operating Room staff on actual
ambulatory surgeries against total operating room cases to test for changes in the
business practice. I obtained quarterly data from the Retrospective Case Mix
Analysis System (RCMAS) for dispositions that exceeded their Health Care
Financing Activity (HCFA) expected length of stay (LOS). This is defined as being
beyond the second standard deviation for a particular Diagnosis Related Group
(DRG) by Service Line. Iused this data to help assess the BAMC efforts to reduce
inpatient LOS with effective and proactive discharge planning and compared their
performance with two other Medical Centers (Madigan Army Medical Center and
Wilford Hall Medical Center).

6. 1assessed trends in the relationship between clinical productivity and
staffing patterns by correlating OPCV workload with UCAPERS staffing levels of
physicians, direct care providers (such as physician assistants or nurse practitioners),

registered nurses, para-professionals, and clerical staff. I assessed if growth in the
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ambulatory sections occurred from the expected reductions in the inpatient areas.
Then I measured the changes in productivity of the ambulatory (clinic) staff.

. T assessed trends in the relationship between Ancillary (D-Account) and
Administrative (E-Account) costs and weighted procedures from MEPRS with
staffing patterns (UCAPERS) and the relationship with clinical productivity, as
defined by Medical Weighted Units (MWU) available from the MEPRS.

. T assessed trends in the relationship between the Prime Vendor contracts and the
Logistics Division staffing. Staffing data came from the UCAPERS and the
relationship with the operation of the business was defined by data obtained from the
BAMC Resource Management Division.

. I conducted an analysis of the tracking of contract personnel by reviewing seven
Department of Nursing sections (ICU, Ward, and ambulatory clinic) input found in
the WMSN and UCAPERS. This was compared against raw data of actual
contractual payments from the applicable DD-250-1 Materiel and Receiving Reports

for those same work centers.
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Findings

The first hypothesis was that the organizational shift from a fee-for-service-like
acute-care hospital towards a managed care organization would have an impact on
staffing. After reviewing the actual Operations & Maintenance (O&M) and reimbursable
obligations for four consecutive fiscal years, several trends appeared.

The data in Graph 1 suggest that the budget received by BAMC does not appear to be
growing, not even for inflation. This ‘budget’ includes earned reimbursable income, such
as medical services account (MSA) and third party collection monies. Yet civilian
payroll and contract payroll at BAMC has grown from $52.9 M. in FY96 to a projected
$70.3 M. in FY99, amounting to a 32.9% growth over three years. This growth in
civilian payroll appears to have been funded by reductions in the Other Supply and TDY,

“26XX”, category of spending (see Table 1 in Appendix 1).
Graph 1

BAMC O&M Expenditures by Category over Time
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Additionally, expense data from the MEPRS was used to ascertain whether the
leadership was facilitating the movement of resources, people and dollars, away from the
acute-care inpatient orientation toward ambulatory settings. The MEPRS expenditures,
which include O&M dollars as well as military pay, ihclude the overall categories of
inpatient (A-Account), outpatient (B-Account), non-capitated healthcare costs (F-
Account) minus veterinary services expenses, and readiness (G-Account). Expenses for
ancillary (D-Account) and administration (E-Account) are already stepped-down into the
A & B Accounts. Data displayed in Graph 2 are in éveraée monthly expenditures.

Graph 2
Average Monthly MEPRS EXpenditures |
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The data from Graph 2 show that BAMC reduced inpatient (A-Account) expenditures
by approximately one percent, but this is in non-inflation adjusted dollars. However, the
outpatient activities grew by 48.8%. Overall monthly expenditures grew by 20.5% from

FY95 to FY98. Since the 20.5% cost growth cannot be explained by a growing O&M
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budget (combined with reimbursable expenditures), this suggests that the growth in
monthly expenditures may be related to the military personnel account.

The data from the MEPRS personnel feeder, the Uniform Chart of Accounts for
Personnel System (UCAPERS), was used to measure the available time reported by the
bersonnel working in various sections within BAMC. The hypothesis was that managed
care principles would facilitate a reduction in resources from inpatient activities and an
increase in outpatient, health promotion, wellness, or prevention services. Graph 3
displays the data related to FTE growth (new personnel), using October 1993 as the
baseline, and additional FTE available for redistribution due to inpatient ward closures.

Graph 3
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Placed within the context of the overall size of the BAMC staff, the data show an
overall increase in staffing at BAMC of 10.4% from October 1993 (3,092 FTE) to
September 1998 (3,413 FTE) (see Table 2 in Appendix 1). In support of the principles of
managed care, the FTE working on A-Account activities (inpatient wards), not including
the Intensive Care Unit’s which are found in the D-Account, dropped by 41.2%. This
results in an overall total of 504 FTE (321 new personnel working in BAMC plus the 183
that are no longer working on inpatient wards) available for redistribution by the BAMC
leadership for implementing managed care. While growth did océur in health promotion,
community health nursing, and immunization clinics, the total growth was about 21 FTE.

This also displays the remarkable growth in personnel at BAMC over time. In
addition to the personnel growth, which includes a large growth in contract personnel, the
leadership was actively working to reduce excess bed capacity. The closure of 5 wards
over a 24 month period of time correlates with the reduction in FTE staffing in the A-
Account. Graph 3 helps demonstrate the large pool of FTE made available for
redistribution towards managed care initiatives within BAMC.

The second major hypothesis concerned the need for growth in the information
management services. The methodology explained above was used to identify
information management personnel from the MEPRS Part II. The code EBCA,
‘Administration’ was the appropriate MEPRS work center.

The overall change in personnel was a growth of 321 FTE from October 1993
through September 1998. The entire E-Account grew by 27 FTE during this time frame.
The information management component of the E-Account appeared to grow by 18.2

FTE or 47.2% as BAMC shifted towards managed care. The growth occurred in the pool
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of contract FTE within the Information Management (MEPRS code EBCA) section.
Graph 4 provides a summary of the changes in information management personnel within

BAMC over time (see Table 3, Appendix 1).

Graph 4

BAMC "Admin" (EBCA) FTE Growth in the E-Account
The Information Management Platform
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The third major hypothesis was the measurement of nursing administration personnel

in administration as operational beds were reduced. I measured the change in nursing

personnel in administration and the changes in operational beds. This was accomplished

by measuring the FTE data from MEPRS for the appropriate E-Account (EBD_) codes

for nursing administration over time. F-Account (non-capitated healthcare services such

as nursing education) FTE were tracked separately. Available beds and ward staffing
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were measured using data from the WMSN, which is a sub-system of UCAPERS. This

data can be viewed on Graph 5 (see Table 4, Appendix 1 and Appendix 4 & 9).

Graph 5
BAMC Changes in Nursing Requirments:
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The data in Graph 5 help form a picture which is suggested in the literature. As
BAMC has transitioned into a managed care organization, the requirement for a large
inpatient operation has been reduced. Like éivilian MCOs, BAMC closed unnecessary
inpatient operations. However, as predicted by Sopariwala (1997) and Gammon (1993),
the savings have not materialized. The RNs staffing inpatient wards have dropped from
184.5 FTE in October 1996 to 137.2 FTE in September 1998. Yet, the total number of

RNs employed by BAMC have not been reduced by any appreciable number.
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The nursing administrative growth, as predicted by Gammon (1993), was reviewed
by looking at total FTE available (working) in nursing administrative work centers at
BAMC from October 1993 to September 1998. These administrative FTE were then
compared with average daily patient load (ADPL) and OPCV in the form of ratios.

These are displayed in Graph 6.

Graph 6
Shifts in Admin and Ambulatory RN at BAMC:
Nursing Growth Coupled With Less Productivity
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These data show the total number of RNs engaged in administration have grown.
Despite the large reduction in mission (inpatient census has been reduced from 283
patients per day down to 90 patients per day), RNs appear to have been removed from

inpatient wards and moved into nursing administration and ambulatory nursing. The
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result has been that little or no money was saved from the closure of the inpatient wards.
Sopariwala (1997) predicted this for hospitals not facing strong competition.

Another finding as a result of these management actions was that the 67.5% increase
in RN staffing of ambulatory clinics (B-Account) is negatively correlated with reductions
in outpatient clinic visits. These RN do not include Nurse Practitioners, who are found in
the UCAPERS category of Direct Care Providers (DCP). Because the number of OPCV
fell from 63,918 to 53,704, the increases in RNs assigned to work in ambulatory clinics
resulted in a 49.8% reduction of OPCV per ambulatory RN.

The fourth hypothesis was that managed care utilization management would create a
reduction in the admissions for beneficiaries in the local catchment area. The CEIS was
used to measure utilization management activities by the changes in catchment area
disposition data. This identified where the patients came from and their CMIL. It was
expected that the overall number of dispositions would fall over time with corresponding
growth in both CMI and bed days per disposition (sicker and more resource intensive

patients). Graph 7 displays the discrepancy between data from the MEPRS and CEIS.

BAMC Changes in Dispositions: Graph 7
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The data from Graph 7 provide some interesting trends. Clearly, the difference in

disposition accountability between the MEPRS and the CEIS has improved from 76.7%

in FY 1996 up to 99.1% in FY 1998. Another trend is the drop in the number of

dispositions over the three-year period. This large reduction in dispositions has been

explained away by some AMEDD corporate leaders as “expected” because of good

utilization management. However, the hypothesized increase in the case mix index

(CMI) due to reductions in the number of “less sick” patients admitted did not

materialize. The reduction in the number of dispositions seems to relate to a decrease in

all types of inpatient admissions.

The display in Graph 8 separates the CEIS data further into the catchment areas of the

patients being referred to BAMC for care. Graph 9 displays the CMI changes.

Graph 8
BAMC Changes in Dispositions:
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Graph 9

BAMUC Changes in Case Mix Index:
Catchment Area of the Patient
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The data from the CEIS displayed on Graph 8 indicate that overall dispositions have
fallen by 28.1%. The dispositions from the local (BAMC) catchment area only declined
12.1%. The data on Graph 9 show that the CMI for these local BAMC patients rose from
1.40 to 1.43. The dispositions of patients treated from Wilford Hall Medical Center’s
catchment area fell by 28.4% and the CMI dropped from 1.52 down to 1.44. Only the
drop in the amount of care rendered to regional patients, 4,079 in FY 1996 down to 1,762
in FY 1998, correlated with a significant increase in CMI. The 56.8% reduction in care
for regional patients at BAMC did correlate with a 32.2% increase in the CMI for those

patients.
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The next two hypotheses dealt with the transition towards managed care and the
changes in ambulatory staffing and workload. I measured this by tracking FTE and
OPCYV from the MEPRS over time. The data was normalized to ensure better analysis.
Obstetrics (discontinued mid-way through FY96) and Therapeutic Radiology (weighted
procedures prior to FY98) clinic visits were removed from the data to ensure
normalization. Graph 10 shows the changes in the ambulatory business practices at

BAMC.
Graph 10

BAMC Changes in Ambulatory Business Practices:
Growth in Staff Coupled With Reduced OPCV
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Graph 10 demonstrates that OPCV have dropped by 16% when comparing data from

October 1993 through September 1998. The Pearson’s r between the growth in total
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clinical providers, defined as B-Account physicians and B-Account physician assistants
and nurse practitioners, and the decline in OPCV seen per provider was negative 0.538.
The Pearson’s r between the growth in total support staffing in the clinics, defined as B-
Account FTE which were not physicians, physician assistants, or nurse practitioners, and
the decline in OPCV seen per support staff was negative 0.655 (see Table 6, Appendix 1).
Additionally, data were analyzed for a reduction in excess bed days. Quarterly data

from the RCMAS for dispositions that exceeded their Health Care Financing Activity
(HCFA) expected length of stay (LOS) by two standard deviations was obtained through
Mr. Jim Jensen, Statistician, office of the Deputy Chief of Staff, Resource Management,
U.S. Army Medical Command (USAMEDCOM). Iused this data to help assess the
BAMC efforts to reduce inpatient LOS with effective discharge planning and compared
their performance with Madigan Army Medical Center and WHMC (see Table 7,
Appendix 1). Graph 11 shows the comparison.

Graph 11
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The seventh hypothesis involved changes in ancillary and administrative overhead.
The two major sub-components of step-down costs for both MEPRS A and B Accounts
are the ancillary (D) and administrative (E) overhead expenses. In order to attempt to
identify the change in business practices, D- and E-Account expenditures were compared
in relationship to the overall level of care rendered by the hospital in terms of the relative
weighted products (RWP). This was calculated by using the Department of Defense
(Health Affairs) overall ambulatory weighted units (AWU) for assessing the intensity of
the outpatient care, not including Obstetrics or Radiation Therapy. The CMI data, for
measuring the intensity of inpatient care, was obtained from the CEIS. Graph 12 shows
the relationship between monthly D- and E-Account expenditures with monthly RWP
over time. Depreciation expenditures from the E-Account have been removed to
preclude confounding caused by the much more expensive physical plant that the BAMC
staff moved into during FY 1996.

Graph 12
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The eighth hypothesis was a brief review of administrative business process changes
at BAMC and whether these new methods provided any savings. Data collection for this
hypothesis proved extremely challenging.

According to UCAPERS data for the Materiel and Distribution sections of the
Logistics Division, available FTEs declined from 95.7 in October 1993 to 64.4 in January
1998. However, this did not correlate with the large growth in operating expenses during
the same period of time. Operating expenses taken from the MEPRS Part I, showed that
costs had grown from 7.52 million in FY94 to a projected $9.23 million in FY9S.

Over this same time frame, BAMC has undergone a logistics business process change.
The use of prime vendor contracts has caused two major changes for the Logistics
Division. First, the lines of supply being managed have dropped from 4,000 to around
1,000 according to BAMC resource management personnel. Second, the Logistics
Division no longer manages pharmacy supplies. This means that roughly $23 million of
the overall $45 million FY98 supply and equipment budget is no longer managed by the
Logistics Division.

Finally, I conducted an analysis of the tracking of contract personnel by reviewing
seven Department of Nursing sections (Trauma SICU, Standard SICU, Coronary Care
Unit, Orthopedic Ward, Internal Medicine Clinic, Ambulatory Care Unit, and the Cardiac
Monitoring Unit of the Emergency Room). Hourly (FTE * 168 hours) data found in the
UCAPERS was compared with the raw hourly data of actual contractual payments from
the applicable DD-250-1 Receiving Reports for those same work centers. Graph 13is a
display of the reported contract RN hours from the UCAPERS against the actual hours

purchased by the Department of Nursing for the Trauma Surgical Intensive Care Unit
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(TSICU) (see Table 9, Appendix 1). Graph 14 shows the Mean Absolute Percentage

Error (MAPE) for the seven nursing units audited for FY 1998.

Accountability of Contract RN: Graph 13
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Accountability of Contract RN:
MAPE (Seven Sections)

m —

o \__/
40 \ /
w \/

20 ¥

Oct-97| Nov Dec |Jan-98) Feb Mar Apr May Jun Jul Aug Sep
—f—Green 98 98 98 98 98 98 98 98 98 98 98 98

X Amber | %4 94 94 94 94 94 94 94 94 94 94 94
== BAMC 86 72 74 80 83 23 75 89 86 80 81 78

54




Strategic Plan Preparatory Analysis

Discussion

The findings are important and relevant for BAMC. Clearly, the leadership at BAMC
is committed to the challenge of creating a managed care organization. Many of the
expected changes suggested by the literature are occurring within the hospital. Five
inpatient wards have been closed during the period October 1996 through September
1998. Personnel have been moved from inpatient related activities into other activities,
including a 48.8% growth in ambulatory services. The practice of utilization
management to reduce unnecessary admissions and excess bed days appears to be
working. The discussion section analysis will review the data in greater detail in the
order of the hypotheses.

BAMC leaders have modified the resources for many internal activities in terms of
dollars and people. The analysis suggests that the hospital is hiring additional personnel.
The 32.9% increase in civilian personnel expenditures from FY96 through FY99 is well
above the 11% expected because of normal inflation. This is supported by the
information from showing the 321 FTE overall growth in total staffing from October
1993 through September 1998.

It is crucial to note that the money used to purchase additional civilian personnel has
largely been financed through reductions in non-pharmaceutical supply/equipment and
training/travel dollars. Reducing the funding for investment is in direct contravention
with the literature. Additionally, reductions in capital improvements, automation, and
training for personnel were all shown to lead to financial complications. How long can
the civilian workforce be grown while investment in the equipment, physical plant,

automation, and training for the workforce continue to be reduced?
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The inpatient activities have been significantly reduced. The analysis suggests that
BAMC has been shifting resources, in overall expenditures and FTE, from inpatient
related activities toward ambulatory activities over the past several years. The overall
MEPRS expenditures, which include military pay, have grown from an average of $17.9
million per month in FY 1995 by 20.6%, to a projected $21.6 million per month in FY
1998. Knowing that the O&M plus reimbursable expenditures have remained nearly
constant, the growth in total expenditures must be due in part to inflation for military
payroll, approximately 11% from FY 1995 through FY 1998. The remaining growth may
be due to an increase in assigned military personnel.

Available FTE, as reported in UCAPERS, indicates that overall staffing at BAMC has
increased from 3,092 in October 1993 to 3,413 in September 1998. Staffing of inpatient
activities in the MEPRS A-Account fell from 444 FTE to 261 FTE during the same time
frame. Staffing for ambulatory activities in the MEPRS B-Account grew in terms of FTE
for physicians (+7.3%), direct care providers (+34.6%), and support staffing in the clinics
(+32.6). This translates into an overall growth of 134.3 FTE in ambulatory activities.

It is interesting to note that the overall growth during this time period of 321 FTE,
coupled with the reduction of 183 FTE from inpatient activities, and an increase of 134
FTE in ambulatory activities, leaves 370 FTE to account for. Staffing in the ancillary
services fell from 828 FTE to 747 FTE (9.8%). Administrative services grew from 860
FTE in October 1993 by +3.1% to 887 FTE in September 1998.

The large growth at BAMC has occurred in the F-Account, non-capitated healthcare
services such as GME and Army Nurse Corps (ANC) training programs. The account

grew from 377 FTE in October 1993 by 82.7% to 689 FTE at the end of FY98. The
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reason for this large growth in the F-Account was not part of the scope of this project.
Additionally, BAMC does appear to show consistent growth in the G-Account for
readiness related activities such as deployments for training (Joint Medical Readiness
Training Center) or Army missions (Hungary / Bosnia). From October 1993 to
September 1998, the G-Account grew from 75 to 186 FIE.

To conclude the discussion about the first hypothesis, the BAMC leadership identified
the excess capacity that the literature suggests happens when hospitals undergo managed
care. They closed five inpatient wards over the past 24 months and increased the staffing
in ambulatory activities.

The second major question that was studied concerned the need, as suggested by
numerous sources in the literature, for a growth in the information management activities.
At first glance, significant growth in the E-Account MEPRS code of ‘Administration’ has
taken place. In October of 1993, 38.6 FTE were available. The total FTE available in
September 1998 had grown to 56.8 FTE. An interesting trend presented itself when the
contract personnel were separated out from the civilian (GS) and military personnel in the
information management MEPRS code, EBCA. While some growth has occurred in the
non-contract personnel, 38.6 to 43.3 FTE, the majority of the growth has occurred in
contract employees. According to resource management staff, the sudden appearance of
12.1 contract FTE in April 1998 do not necessarily represent new expenditures.

Accountability for contract personnel may be showing improvement. However,
proper analysis is quite difficult. The total FTE in the E-Account did grow by 27 FTE, or
3.1%, from October 1993 to September 1998. Personnel in information management

accounted for over 18 FTE of the total 27 FTE growth.

57




Strategic Plan Preparatory Analysis

The literature does strongly indicate the need for additional resources in the
information management area. The leadership at BAMC seem to have made a
commitment toward investing in some personnel in this critical area of a managed care
organization.

The third major question studied concerned the issue of excess inpatient staffing
capacity and the Law of Bureaucratic Displacement. From October 1996, the period of
the earliest available WMSN data, to September 1998, the overall average daily patient
load (ADPL) or occupancy rate, has steadily fallen from 176 to 90. This represents a
48.8% reduction in the occupancy rate, or ADPL. Closely related is a 36.4% reduction in
the cumulative average daily patient acuity.

This drop from 490.3 acuity points in October 1996 (2.786 per patient per day) to
311.6 acuity points in September 1998 (3.462 per patient per day) indicates a slight rise
in the average acuity per patient per day. Measured over time, the overall acuity per
patient per day rose with a slope of .011 over the 24-month time frame.

However, after accounting for months above or below two standard deviations (sd =
0.1106) from the mean (x = 3.140), the slope flattens considerably during the period,
December 1996 through July 1998, to 0.004. This does not indicate that the remaining
inpatients are sicker, as would be hypothesized from the literature on managed care. This
stable acuity is further supported by data from the CEIS suggesting that the normalized
CMI (no OB or new-born data) has not risen at all from FY 1995 through FY 1998.

During the same time frame, the overall number of Registered Nurses (RN), reported
in the UCAPERS, have fallen from 415 to 393 FTE. This loss of 22 FTE represents a

5.3% reduction in overall RN, as reported in the UCAPERS (Table 8).
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It is interesting that during this time period, which included five ward closures, a
48.8% reduction in ADPL, and essentially zero growth in the level of sickness per
patient, changes resulted in a reduction of 184.5 to 137.2 FTE of RN assigned to inpatient
wards within BAMC. This loss of 47.3 RN FTE, or 25.6%, represents potential savings
(approximately $2.3 million) for BAMC. When taken in the context of the overall loss of
22 FTE, the savings diminish quickly because over 25 FTE of RN were reassigned to
other duty locations within the hospital.

Clearly, some RN were reassigned into Health Promotion and Community Health
Nursing. The increase of 16 FTE in these two areas are in total FTE and not necessarily
RN only.

Additionally, there was a substantial growth in the ambulatory (clinic) activities. This
32.6% growth in support staffing within the clinics was hypothesized to increase
productivity within the clinics and provide greater access and quality to the supported
beneficiaries. However, the results have shown that productivity (OPCV) per support
staff has actually declined by 36.8%. The Pearson’s r is a negative 0.655.

This is interesting from the standpoint of comparing previous literature on government
or other non-competitive organizations with the AMEDD. Like the findings in the
British hospitals (Gammon, 1993), the Department of Nursing at BAMC is demonstrating
similar characteristics. Access, as defined by Outpatient clinic visits or inpatient
dispositions, is declining. Data show that the remaining patients are not sicker. Yet,
nursing administration grew from 45.3 FTE in October 1993 to 51.0 FTE in September

1998.
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This only opens up the possibility for numerous other questions. First, what additional
value have all of the RN and other nursing support personnel provided in the ambulatory
clinics when the number of OPCV per support person have declined from 201 in FY
1994 to 127 in FY 19987 Clearly access to ambulatory care has not improved. Are these
additional resources actually involved in direct patient care? Or are these additional
nursing personnel filling newly created administrative roles?

Additionally, the audit of the DD-250-1’s suggests that thousands of contract hours of
contract nursing hours have been paid for, but not accounted for in the WMSN, the
UCAPERS, or the MEPRS. This suggests that most of the claimed savings in costs for
all of the inpatient ward closures may be fictitious because the contract personnel data
reported into UCAPERS by nursing personnel is clearly under-reported.

The fourth hypothesis reviewed changes in the utilization management (UM) practices
brought about by managed care. As reported in the previous section, the staff at BAMC
has showed great improvement in completing SIDR for discharged patients. This has
improved the reliability of the inpatient data between the MEPRS and the CEIS to 99.1%.

Over the past several years, the author has watched countless briefings where staff
officers place MEPRS, RCMAS, or CEIS data into bar charts suggesting that the
reductions in annual dispositions, allegedly caused by a good UM program, have saved
millions of dollars. The facts do not seem to bear this out. When the data is separated
out by patient home-of-record (catchment area), far more relevant information can be
found.

BAMC has demonstrated a large reduction in patient admissions/discharges. But, how

many of the total reduction in admissions/discharges can really be attributed to the UM
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program? Using CEIS information, total dispositions at BAMC have declined from
12,675 in FY96 to 9,114 in FY98. However, 2,317 of that total reduction were from a
56.8% reduction in patients who came from outside of the city of San Antonio, Texas.
Another 355 of the total reduction were the result of lower access to patients from
Wilford Hall Medical Center’s catchment area. This indicates that 2,672 of the total
3,561 reduction in dispositions at BAMC had little or nothing to do with a UM program.
The dispositions from the BAMC catchment area dropped by 12.1% (7,345 in FY96 to
6,456 in FY98). The interesting fact about this reduction in local catchment area
dispositions is that the CMI rose only from 1.40 in FY96 to 1.43 in FY98. This suggests
that an overall reduction in access may be more responsible for the disposition changes
than UM activities.

The fifth and sixth hypotheses are related and review the effect that managed care
principles had on the movement of resources into the ambulatory settings and the levels
of ambulatory access. The leadership at BAMC shifted resources into ambulatory care.
Ambulatory access, as measured by OPCV, have demonstrated an overall reduction of
16% from October 1993 to September 1998. It must be noted that during BG Timboe’s
tenure, OPCV have shown some recovery.

However, while additional resources have been poured into the ambulatory clinic
settings (7.3% growth in available physicians, 34.6% growth in available physician’s
assistants and nurse practitioners, and a 32.6% growth in clinic support personnel),
OPCYV have fallen. The average number of OPCV per provider fell from 338 in October

1993 to 244 in September 1998.
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It cannot be stated strongly enough, that this is actually a high estimation of
productivity because of the UCAPERS rules for the time accounting of physician
residents. At least half of physician residents’ time (and therefore FTE and salary)
automatically shift away from the assigned work-center into the F-Account. It is
estimated that if physician resident time were accounted into the proper work-center
instead of the F-Account, that actual ambulatory productivity would fall below 120
OPCYV per provider per month. The Pearson’s r of negative 0.538 between the rise in
providers and the decline in OPCYV helps to quantify the relationship.

Research cited by Kongstvedt (1996) noted that different levels of productivity were
related to the intensity of the care required, the healthcare setting, and gender. Internal
Medicine providers in fee-for-service (FFS) settings were expected to see about 62
OPCYV per week versus 109 OPCV per week for Family Practice providers. Additionally,
providers in MCO’s demonstrated productivity levels at about 83% of the FFS setting.
Finally, female providers who are around 85% as productive as male providers
(Kongstvedt, 1996), may also demonstrate significantly higher patient satisfaction scores.

If these data from civilian healthcare studies are combined to help define a proper
AMEDD benchmark, the following levels of productivity are calculated. Internal
Medicine providers in the AMEDD should be expected to see 175 OPCV per month (62
OPCYV per week * 0.83 productivity for MCO’s * 0.85 productivity for female providers
who demonstrate higher levels of patient satisfaction * 4 weeks per month). Using this
methodology, Family Practice providers should be expected to see around 308 OPCV per

month and Pediatric providers approximately 281 OPCV per month.
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The addition of over 103 nursing and support personnel does not appear to have
increased access or productivity per provider. The Pearson’s r of negative 0.655 between
the rise available support personnel in the clinics and the decline in OPCV demonstrates
this relationship.

The seventh hypothesis looked at the effect that managed care had on the ancillary and
administrative services at BAMC. The hypothesis was that workload requirements on
ancillary services would decline over time as inpatient workload was reduced. This was
very hard to quantify accurately. Numerous confounding factors are present. Pharmacy
supply expenditures have been rising far faster than inflation. Radiology shows great
cost growth that is attributed to advancing technology or radiological data transmission
equipment. The Department of Nursing has closed five inpatient wards, but greatly
increased the staffing in the surgical suites, recovery room areas, and ambulatory surgical
areas.

This amounted to a small overall growth in D-Account expenses over a four year
period of time. When compared with an overall level of access, as measured by total
RWP, the data suggests that no savings were harvested from the change away from
inpatient-based acute care toward managed care. In fact, data indicate that D-Account
expenditures per RWP grew 58.5% from FY 1995 to FY 1998.

The data also indicate that administrative expenses grew substantially larger during
the four year time frame. While the literature discusses the importance of controlling the
growth of overall staff (The Healthcare Forum, 1996) and administrative costs (Carnall,
1995 and Gammon, 1993), the administrative costs at BAMC grew from $5.48 million in

FY95 to a projected $7.67 million in FY98. These administrative costs do not include
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depreciation, which would have greatly skewed present day costs because of the new
physical plant. When measured against RWP, the result is a 97.8% growth in
administrative costs per RWP.

One of the other questions that I wished to explore was the long-held belief at BAMC
that good UM was moving inpatient care into ambulatory settings. Part of this was
believed to be taking place in the surgical arena. The results of the data analysis indicate
that this may be true. During the 23 month period of time from October 1996 through
August 1998, total cases performed in the BAMC operating rooms (OR) fell steadily.
The mean number of cases per month was 662. The slope was a negative 0.11 cases per
month. In August 1998, 615 total cases were performed. During the same time frame,
ambulatory surgical cases (a sub-set of total OR cases) performed in the operating rooms
rose from 281 up to 341. The slope was a positive 3.4 additional ambulatory surgeries
per month.

While the total number of cases performed in the OR has been falling, staffing, as
measured by data from the UCAPERS, has grown by 6.5 FTE in Central Material
Supply/Central Sterile Supply (CMS/CSS) and 14.3 FTE in the Surgical Suite from
October 1993 to January 1998.

The eighth hypothesis was a review of business process changes in the Logistics
Division at BAMC and whether these news methods provided any savings. According to
UCAPERS data for the Materiel and Distribution sections of the Logistics Division,
available FTEs declined from 95.7 in October 1993 to 64.4 in January 1998. However,

this did not seem consistent with the large growth in operating expenses during the same
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period of time. Operating expenses taken from the MEPRS Part I, showed that costs had
grown from 7.52 million in FY94 to a projected $9.23 million in FY98.

BAMC is now using prime vendor contracts. As stated in the findings, this has caused
two major changes for the Logistics Division. First, the lines of supply being managed
have dropped by 70%. Second, pharmacy supplies are no longer managed by the
Logistics Division. This means that around $23 million of the $45 million FY98 overall
supply and equipment budget is no longer managed by the Logistics Division. The result
is that the business change resulted in no true savings.

When Materiel/Distribution operating expenses are measured against managed
supplies and equipment, the results are clearer. In FY94, it cost about $0.19 of overhead
per supply/equipment dollar handled. In FY98, the costs had grown to a remarkable
$0.40 of overhead per supply/equipment dollar handled.

Finally, I conducted an analysis of the tracking of contract personnel by reviewing
seven Department of Nursing sections (Trauma SICU, Standard SICU, Coronary Care
Unit, Orthopedic Ward, Internal Medicine Clinic, Ambulatory Care Unit, and the Cardiac
Monitoring Unit of the Emergency Room). The results indicate that thousands of hours
of contract nursing support is paid for but not reported into the WMSN, the UCAPERS,
or the MEPRS. This translates into many FTE work-years that cannot be tracked in the
MEPRS. The result is that the “savings” of 22 FTE of RN described in the findings is
over-estimated because of the known under-reporting of contract personnel by the

Department of Nursing.
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Envisioning the Future

The opportunity to attend the U.S. Army-Baylor University Graduate Program in
Healthcare Administration has provided me with a new set of tools to view the operation
of peacetime military healthcare delivery. While many AMEDD officers are (or act)
despondent about the future, great potential exists. Perhaps some are focusing on the
process, and not the outcome. A better question may be, “what should we look like ten
years from now?”

Graduate Medical Education (GME) has been a lynchpin for the AMEDD. Great
debate has occurred over the need for GME and readiness applications. Often the debate
is a tyranny of the “or” (either full GME or zero GME). This ridiculous portrayal is then
studied. I wonder if the underlying question being asked and the assumptions used
(resident productivity levels, staff productivity levels, and retention of moderately
qualified staff physicians — defined as between 5-12 years of service) are flawed (see
Vector Research, Quick Response Analysis of GME Costs, Volume 1, 31 May 95).
GME has been previously linked to higher retention, attraction of high quality physicians,
lower mortality rates in spite of greater CMI, and a host of other positive things.

Perhaps the better question to ask is which GME programs contribute to the AMEDD
Strategic Plan and Surgeon General Vision Statement. Clearly, primary care supports all
aspects of the Vision Statement. General, Thoracic, and Orthopedic Surgery all have
direct battlefield applications. Some additional specialties such as OB/GYN, EENT, and
Pediatrics may have utility in operation other than war and therefore meet most of the

Vision Statement principles. However, one must question the role that GME programs in
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Pathology, Psychiatry, and most of the Medicine sub-specialties have for any portion of
the Vision Statement or the Strategic Plan.

Additionally, just as Gammon (1993) found in the government run British Healthcare
System, the nursing bureaucracy consumes all potential savings as inpatient wards are
closed. With the additional findings that ambulatory productivity actually dropped after
increasing the clinical support staff in the clinics, one must question the roles of the
nursing staff that have been moved into the ambulatory settings. This is compounded by
the fact that the number of nurses available on the wards and in the clinics was under-
reported because of the poor accountability for the growing nursing contracts. Coupled
with the growing nursing administrative ranks, how much money is the AMEDD
unnecessarily spending per year on contract and civil service nursing?

The argument has been raised that the lower productivity and the greater amount of
support staff increased the quality of care. This is only supported by the theory
surrounding the “iron triangle” of cost, quality, and access. There is no factual data
available to support this claim.

Finally, the business process changes have not been confined to the fixed facilities.
There is a significantly lower need for inpatient nurses on the battlefield because of the
changing evacuation policies and the demand for a small and more mobile medical
footprint. Likewise, just like in the fixed facilities, the need for a large logistics
infrastructure on the battlefield has declined significantly with the advent of just-in-time
management, Prime Vendor contracts, and the smaller medical footprint.

In the future, will the AMEDD be able to focus on the things that no one else can do -

immediate casualty treatment, casualty evacuation, and battlefield surgery?
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Conclusion

The AMEDD is operating in an environment that is becoming intensely competitive.
Beneficiaries are better educated. They demand good healthcare and decent treatment.
The civilian-run managed care support contracts (MCSC) are aggressively marketing the
advantages of their healthcare benefits to healthy dependents and retirees. The leadership
at BAMC face a myriad of difficult decisions on a daily basis.

This project was successful in providing relevant preparatory analysis for the 1998
BAMC Strategic Plan. Nine major research questions were reviewed. These questions
were designed to give the leadership at BAMC a unique perspective on how their data
look in relationship to the transition towards managed care.

BAMC has reduced the size of the inpatient infrastructure. Unfortunately, as was
predicted by the literature, the savings never materialized. Instead, the resources simply
moved into administration, education, or ambulatory settings. The result of the addition
of over 130 FTE into the ambulatory infrastructure did not result in improved
productivity (units per staff member per month) or access (OPCV fell by 16% over the
five year period).

BAMC data indicates a small growth in the information management staff. However,
a significant portion of the increase may be due to better accounting for contract
personnel. The literature is quite repetitive in suggesting that investment in health
management information systems is critical for success in the managed care world.

The myth that the large drops in dispositions are a result of good UM is false. While
UM may play some role, the preponderance of the data suggest that access has been

reduced to regional patients. Likewise, the drop in dispositions did not correlate with any
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CMI growth. The more pressing issue may be to evaluate why the shift in the mission
(regional patients are being cared for by civilian hospitals and significantly fewer are
being transported to military medical centers) has not effected medical center staffing or
funding. In fact, BAMC data show that overall staffing has grown by 321 FTE from
October 1993 to September 1998.

In order to address these issues and the strategic future of BAMC, the medical center
leadership will need to make some difficult choices. Just like Mintzberg (1994)
suggested, these difficult choices commonly stymie further discussion of the strategic
plan. Implementation will require a shifting of money and staffing away from several
departments towards others who better positioned to carry out the healthcare needs of the
beneficiaries in the future. |

The AMEDD leadership will also be called upon to make several difficult decisions in
the near future as funding continues to be constrained and pharmaceutical and medical
equipment costs skyrocket. Do we need the current level of GME? Do we need the
current number of medical centers? Do we need the current number of Regional Medical
Command Headquarters? Are we truly a managed care organization...or better than that?
How should the AMEDD best utilize its amazing resources to carry out the Surgeon

General’s vision?
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Table 1 (Expenditures by category over time)
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Appendix 1

Category of Expense FY96 FY97 FY98 FY99 (Proj.)
Civilian Pay $43.2M $463M $485M $527M
Per Sve Cont $ 9.6 M $ 9.1 M $129M $141M
CASU $ 0.IM $ 24M $ 3.5M $ 35M
SUBTOTAL $529M $57.8M $649M $70.3M
Civilian Payroll
BASOPS/Other Must$ | $ 28.0 M $27.7M $26.6 M $263M
Pharmacy Supply $20.0M $22.5M $23.5M $26.1M
Oth Supply/TDY $33.0M $27.0M $21.0M $103M
TOTAL O&M + $133.9M $135.0 M $136.0 M $133 M
Reimbursements

Source: Deputy Resource Manager & Budget Branch, BAMC — as of August 1998.

Table 2 (Changes in overall staffing at BAMC)

FTE by Category Oct93 Oct96 | Oct97 | Dec97 | Feb98 | Apr98 | Jun98 | Aug98 | Sep98 | +/- Chg
BAMC Staff 3,092 3418 | 3,401 | 3,167 | 3,033 | 3,386 | 3,376 | 3,257 | 3.413 | +321
A-Account 444 360 257 254 246 245 260 263 261 (183)
Health Promo 0.0 3.8 5.0 37 5.6 6.6 7.7 9.2 12.6 +12.6
Comm Health Nurs | 5.0 6.2 72 6.7 6.9 6.0 7.4 7.3 8.2 +3.2
Immunization 1.0 4.1 6.2 8.2 7.3 6.9 5.7 6.0 6.1 +5.1

Source; MEPRS
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Appendix 1

Table 3 (Changes in overall staffing, E-Account staffing, and EBCA staffing)

FTE by Category Oct93 0ct96 | Oct97 | Dec97 | Feb98 | Apr98 | Jun98 | Aug98 | Sep98 | +/- Chg
BAMC Staff 3,092 | 3,418 | 3,401 | 3,167 | 3,033 | 3,386 | 3,376 | 3,257 | 3,413 | +321
E-Account 860 908 907 863 789 864 850 837 887 +27
“Administration” | 38.6 449 |41.0 |46.1 |384 (434 |440 434 |434 |+ 48
Military & Civ Sve
“Administration” | 0.0 0.0 0.0 0.0 0.0 12.1 136 |13.0 |134 | +134
Contract Personnel

Source: MEPRS

Table 4 (Changes in the Department of Nursing over time)

Month / Year | Total RN | EBD_ RN | Ward RN Oper. Beds ADPL Cum. Acuity

Oct 1993 416.6 45.3 283

Oct 1996 4152 52.7 184.5 332 176 490.3

Dec 1996 172.2 273 149 452.3

Feb 1997 188.6 273 155 469.9

Apr 1997 180.9 273 130 402.5

Jun 1997 169.9 273 117 369.4

Aug 1997 167.9 244 125 412.1

Oct 1997 407.1 62.4 170.0 244 122 398.9

Dec 1997 356.9 62.7 141.8 215 110 358.2

Feb 1998 356.0 492 152.2 215 112 347.0

Apr 1998 382.5 533 131.6 205 107 3221

Jun 1998 380.4 43.8 131.5 205 92 293.2

Aug 1998 356.3 43.0 137.8 205 96 317.7

Sep 1998 392.7 51.0 137.2 175 90 311.6
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Pearson’sr 1.000 0.269 0.771 0.710 0.559 0.710
Source: MEPRS, WMSN, Pearson’s r calculations against Total RN
Appendix 1

Table 5 (UM, Catchment area, and CMI changes over time)
UM Disposition FY96 FY97 FY98 +/- Change
MEPRS Disp. 16,530 10410 9.199 (44.3%)
MEPRS / 69,494 194.9 149.8 132.2 Disp/1,000
CEIS Tot Disp. 12,675 10,153 9,114 (28.1%)
CEIS BAMC 7345 6512 6456 (12.1%)

CMI = 1.40 CMI = 147 CMI =143 CMI = +2.1%
CEIS/ 69,494 105.7 93.7 92.9 Disp/1,000
CEIS WHMC 1251 1074 896 (28.4%)

CMI=1.52 CMI =147 CMI=144 CMI = (5.3%)
CEIS Regional 4079 2567 1762 (56.8%)

CMI=1.74 CMI = 2.07 CMI=2.30 CMI = +32.2%
Comparison 0.767 0.975 0.991 +29.2%
CEIS/MEPRS “Improvement”

Source: Under 65 user population from RAPS; MEPRS Dispositions, CELS
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Appendix 1

Table 6 (Changes in OPCV, correlated with available physicians, PA’s & NP’s, Spt Staffing)

Month/Year | OPCV (B) Available | (B) Available | (B) Available | OPCV/ CV/Spt
Physicians PA/NP Spt. Persons | Provider Persons

Oct 1993 63918 127.3 62.1 318.1 338 201

Oct 1996 49,398 160.6 952 359.4 193 137

Oct 1997 56,005 137.3 88.2 391.1 248 143

Dec 1997 48,165 133.7 75.9 375.2 230 128

Feb 1998 52,559 120.6 76.7 364.7 266 144

Mar 1998 58,249 126.4 85.2 420.8 275 138

Apr 1998 57,368 130.5 89.4 417.7 261 137

May 1998 51,795 1205 76.2 399.1 263 130

Jun 1998 52,898 122.1 79.4 408.6 263 129

Jul 1998 52,289 144.0 83.5 422.8 230 124

Aug 1998 51,485 1335 82.1 405.9 239 127

Sep 1998 53,704 136.5 83.6 421.7 244 127

+/- % Chng | (16.0%) +7.3% +34.6% +32.6% 27.8%) (36.8%)

Source: MEPRS, no OB OPCV, no Rad. Therapy CV.

Table 7 (Changes in quarterly dispositions beyond 2SD of HCFA LOS by MEDCEN)

Facility 1Q FY9%6 3QFY9%6 1Q FY97 3QFY97 1Q FY98 3QFY98
BAMC 164 120 75 47 49 41
WHMC 156 117 96 78 97 62
MAMC 60 83 64 63 54 48

Source: RCMAS, minus psychiatric dispositions; Mr. Jim Jensen
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Category FY95 FY96 FY97 FY98 (Proj.)
D-Account $ $ 7,753,562 $ 8,224,604 $8,012,712 $ 8,682,615
E-Account $ $5,484,612 $ 6,382,440 $ 6,409,652 $ 7,665,507
Average AWU 0.0321 0.0296 0.0328 0.0332
Monthly RWP 4,199 3,423 3,067 2,967

D $/RWP $ 1,846 $2,403 $2,613 $2,926
E$/RWP $ 1,306 $ 1,865 $2,090 $2,584

Source: MEPRS; FY98 expenses projected using first four months of data; CEIS
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Table 9 (Accountability between Contract hours reported into UCAPERS vs. Actual)

Unit Oct Nov | Dec | Jan Feb | Mar | Apr | May | Jun Jul Aug | Sep TOT
TSICU 20 180 175 35 20 12 32 0 35 35 | 156 | 338 1038
.DD250 | 148 | 273 | 305 61 73 90 91 40 | 202 149 | 329 | 436 | 2199
SICU 0 32 69 168 3 12 24 113 129 102 | 133 328 1112
.DD250 41 80 100 97 48 42 26 107 | 251 177 | 166 | 271 1406
CCU 94 126 134 148 71 99 64 136 144 852 | 949 | 524 | 3342
.DD250 96 152 187 180 127 108 91 170 | 350 1070 | 901 603 | 4036
Ortho 134 40 8 8 2 15 18 5 10 3 0 3 249
.DD250 | 128 | 218 142 16 0 42 5 32 24 64 86 0 758
IMC 546 | 479 554 | 504 | 454 | 521 529 | 479 | 512 512 | 504 | 529 | 6124
.DD250 | 520 472 | 494 | 448 | 440 | 520 520 | 480 | 616 688 | 795 792 | 6785
ACU 17 81 0 192 | 328 | 296 |393 |[480 | 600 368 | 255 | 368 | 3377
.DD250 16 104 40 74 | 400 151 516 | 578 345 203 | 246 | 440 | 3113
CMU NA NA NA NA NA NA 119 617 721 617 | 617 464 3153
.DD250 | NA NA NA NA NA NA 321 643 723 782 | 722 729 3921
% Report | 86% |72% |[74% |120 | 117 |179 [75% [ 89% |86% |80% |81% |78% | 88%

vs. Actual % % %

Source: FY98 MEPRS; FY98 DD-250-1 from Budget Branch, RMD, BAMC

79




Z Xipuaddy

6£0°'Z€9

Sk

66°29
16°€8

572

€1z

OSSR o

€00y S9°

€8°0/
20’08

S/8

SK'31L4860NVS
L6 Lot y'ol
| 74 99¢ e

S.'G9
292 0c'08 1S°GL

26°.S€E 60'09¢€ lo'yse
13-72 €18 98L

154

981

6lL

L0'9L
vi'og

SO'LIY
i2°]

PAHAVRR R

68'09
[4: 97

5
8p'see
or6

vve

8E'0y
S2e9

AR AT AR HARARA

€L°981

WSt

sel

68'8L

co'est
34°72

AR

uepdsAyd ujwpy ; dsig=--
Aoid UWPY / ADHO™ "
siap|roid jejoL-qng

(2'3) Aosgasenng upupy
(3) suepisAyg upwpy

(2'a'v)suepdisiud resjuos
(80-) wuow / suopisodsiq

LB R RRCTES B8 siapjroid JulD 1e301-gng

129 1£68 Sl 10'29 9029 (@ (dN‘vd) Acsdseanq

1rssl 8Ll oL'e9l IE'SLL TOGLL  0S'LZV  SL9L  LLZ8lL ss'esl  Z4'JSL eces) S6'LYe 29'%12 0c'261 (g'v)sueroishud reajuyio
Bujuue|4 ebreyssiq ‘Adessy] pey ‘go SNUIN-“**

v0.LeS S8pls 68225 86825 S6LLS 89€.S 6v28s 6GSCS . Z6EES salgy 6ZLyy 50095 g6c'sy  v./9'6S 816'c9 Yjuow 13d AD dO
ov'se. crl8e  zl'll9  €9'6/9  S9'899  SP'EEL  8S'EE.  Lp'899  [TT69  IZTVR9 LE'EE9  8L'SeL 81zl 12705 92°9¢S s,31dlejo)
€522 (442 TA £5°SL 00'ie €281 FAA=> PAN-T4 6£'2 ¥1°02 206l e 0v2 0£'€T sy 1e2h junoooy-9
oceoe 6S'SPE  lT'SCE  OY'EPE  HOPEC  IZSOE  BY'LIE  ES'SEE  GE'6EE  E6VES  LB'ZTZE  86°98E  91°Z0C [>rAr4:]8 LLolY JUnEdoY-4 18N
000 000 000 000 000 000 000 000 610 $20 000 ¥Z0 (YddH"eA shujuw)ooy-4-
0e'c9e 6s'sbe  lT'Sce  OP'EVE  VOPEE  LZ'S9E 8'LIE  ESSEE pL'OME  €ZSEE 1622 ZZ'l8S JUnoodYy-4*
19726 62'S. $8'2L 90'89 y1-4W) 16°€8 2098 190 008 2562 60°CL vLog 497 §T'€9 68'8 JUNodoY-3
1919 12°09 leeL 16'89 06°89 669 weL €159 1169 viLL Zr'6S 09’82 £5°C8 20°99 S0'LL junoday-q
059l sh'eel  Le'eyl  60TZL sy'0ZL sy'OEL Z£'92L €9°0ZL  8SOEL WIEEL 0L ML bEZE) 65°09) £8'8Z1 €zl junoodoy-g
168y 9e°8¢c oz'9y L0'op 08'¥S pL'6p gL'LS (A¥1, 6225 ye'6p ly'sy 50°2S og'L8 £8'68 2669 JUNoddY-y
geg-des ge-bny  ge-inp se-unt  geAeW  86-ddv  86lBW  86-Ged  8eUer  16-9°Q  Z6-AON 16190 96-1°0 v6-1dy £6-31°0 a)iS YoM

314 ueplulo




¢ xipuaddy SX'314860NVeE

L0'99 £8'8G ¥2v9 G889 ov'v9 66°L9 €8°0L SL'¥9 ov's9 SL'G9 SL'6S 209 6809 18114 65°9Y (4'3) ejoy upupy i 4oa
00'vPe L0822 ¢2ceT  8vleZ  98'GZC  €8lC €082 6212 ceee 59912 16'v02 YA} 74 L6'v5e L8761 €€'v81 ) S, 31d 1ejol
SE'vl 89°LL 08¢ <00} ve'L 'Ll §2°9 ve's 8e'e €0°S 89y LS G6'¢ Lle gce JunoRY-9
6€’LYy v8'ee 00'8¢ og'G¥ VXA oS’V SS'EY v0'6¢ 62°6€ 6162 96°'GE Ly'8y vL8e 62'vC L6°L¢ uUNodIV-4 19N
€921 YXArAY 1501 szol Ge'6 ¥8'6 LLVL £€e0l GO'ElL o¥'GlL oeel So'el (OWY'18A snujuooy-4-
c0vs Loy 13814 196G co'Ls ve'LS 2e'se LE'6Y ¥6'2S 65°vS oz'6¥ (A4 Junosay-4*
89'¥¢ 66'v2 y2'9e 61°€C 14 44 6+¥'92 82°LC Lse 3314 95°9¢ 6L'€C 09'Le [*] 44 6091 29'8l Junoddy-3
29'8L €Yl 8964 leeL [4 ¥ LUV 99'eL L5°G9 4299 €89 8L'¥9 §26L ¥0°06 S1°L9 8v'LL unoddy-q
868 LLes 168 9€°6L lgoL L£°68 v2's8 89'9L €L°G8 26'SL Y0'SL Gl'e8 €2°66 1029 90°29 junoday-g
8’} 443 66°0 ¥6°0 68°0 ¥Z'L S0 9z’ (443 S9°L oc't LE°1 08'% 99°¢ 660 unoddy-y
ge-dos ge-bnvy  ge-Inr ge-unr  ge-Aey 861y 86-JBN 86-99d 86-Uel 16990 L6-AON 16990 960 v6-1dy €690 9)IS YI0M

3.4 S19pIAoId aled 3oauiq



¥ xipuaddy 314860Wva

ge-das  ge-BNY 86 INF  86-UNT  ge-AeW  86-dY 861 86994  86-UEr 1699Q  le-AON 167100 294 pue g3

!

¥ LS 91’65 68°.S 96'85 60'7S 0L'€s 99°'¥S 60°0F vile £0°2¢ pog gy'Ly s,3Ld lejoL
000 000 000 000 000 000 000 000 000 000 000 000 Junoooy-9
$00 200 8z0 ve0 #1°0 or'o ovo 610 000 10T 582 o[5> JUNodoY-A 3N
(ONY'IPA shuiw)ooy-4*

¥0°0 200 820 y€0 y1'0 ov'o ov'o 610 00°0 102 (194 oc'e JUNo2dY-4"
000 000 000 000 000 000 000 000 000 000 000 000 junoodoy-3
po'se ov'se N1 (K AJX> Lo0ee e e 102 16'61 £e'9L 6£'cl 85’91 junodody-q
88'Z1 60l rArd 90zl vl 83°C1L 62¢1L e L8 98, 8.9 818 junodoy-g
888 9Z'6 816 SE'6 v1'6 118 9T'6 Jid: S0'6 £8°0L St'El &t JUNo2dY-y
ge-des  86-bnY 86N 8eUn  ge-AeW  B6-idy  86-IB  86-Q9d  86-UEr  l6-05d L6-AON 167190 . 3)IS YIoM JOoBHUOD dd
L4 NY joelu0D dAS 1od

00'eZ 00'sZ 90°'se 18'€T ysve 05'92 peee Wie 61T e §5'22 P23 74 314 J9BHUCD NN 05Z-VA
88'8¢ L6'EE zs'9e 65°2¢ woe 95°0¢ 69°'LE S£'92 8L0g 1562 56°L2 £5'8Z s,314 |ejol
000 000 000 000 000 000 000 000 000 000 000 000 JUNo2oY-9
ze0 oc'o ££°0 441} 0£0 €0 ZE0 620 0£'0 zeo 620 €£°0 Junod2Y-4 JoN
(O 1A shufw)ody-4

Z£0 0g'0 €£°0 ze0 0£'0 ze0 ZEe0 620 0c'0 ze0 620 €£'0 JUNOdY/-4™
ey £5°C ¥5T &'l oL vs0 €51 S6°0 $0'L 80°L Sk oc'L junodoy-3
le'slh LSl sigl Lyl 9S'el 99'cl Q0L 96°LL o5'pl ye'slL ov'el gLyl junoday-q
0581 9e'S1 oglL 0z'91 0z'sl 6L'G1L LSt 60°cl vyl raArd) 8.'CL yAN At junodoy-g
Z9°0 000 #1°0 0 820 G20 120 90°0 $0'0 S50 120 S50 JUNOJDY-y
g6-des  ge-bny  ge-Inp ge-unr  ge-Aey  86-idy  geleW  86-ged  86-Uer 16990  L6-AON 1690 9IS YoM JOB[UOY NN
!
99'¢6€  8T'9SE  LL'9/€  8E08E  €9'VIE  IGTBE  68'96E  00'9SE  96'TLE  069SE  SFOEE  OLIOp  £TSLy  £6°98C SSoLY s3lde0l
y9pe ¥5°22 yo°zi 81'sZ 14Y] (AN-T4 €101 6£°01 58 Tl syl WLl £9'LL 159 2101 Juno22Y-9
zs¢e 90°92 og'le 0Lk vele 9ove 68'6€ Zz6e [ 4 12'sg 082e 60°'.E 98'0¢ or'Ll €86 junoosay-4 JoN
S0°0 Lo 010 000 €10 000 000 000 000 000 000 000 (OINYIPA Shujut)ooy-4
528 1192 ov'le 0Ly 1£2¢ 9ve 69°6€ 22°6E €0’ Ly lZse 08'2e 60°2¢ JUNOddY-o"*
si'gp 0L°0p oc'ly 16°2¢ oz'Ly 06'0p 65°SY 002y 00°2p cL'sp 6£'6¢ rA N gLop S6'Ly svoy junosoy-3
lseel  16'SeL 6561 v'TEl  evvEL  LeObk  SZebL  STEZL 19'JElL 6LEEL  S60ZL  SEPSL SZovl 19ebl  P6ISH junodoy-q
80°€S 008y vees £T'1S 85'8y 1’8y £8°1S 86’k Z8'oy 1s'sh yeey sg8'oy gL'y zzoe 69°LE junodoy-g
9.¢6 L0°€6 25'v6 68°06 1Zy0L  8y'ee 6L'00L  SL'L6 G186 ¥6'68 Z5'E6 ST90L  S6'sZL  ecoyl  ep'99l JUNOJDY-y
ge-des ge-bny  geInp ge-unr  ge-AeW  86-Jdy  8eJelN 86-9°d  86-uer 16020 Z6-AON 16990 9690  $61dv €690 S YoM

314 9sinN pasojsibay




p xipuaddy 314860Wvd

00'L.Z  S2'e9L  SL9LL SL0SZ  00.0L 0092 052y 00’8y Gl'96 G.'66 §Z'08 SZ'Ly lenjoy oszva“*
09226 2lTel  8pe0L  9e6ZL 95Tl ZSET 9L'LL oce 00891  98'89 6l 000
S6°L 620 190 2.0 190 10 200 200 00} ) 610 000 lleay 30B1JUOD SULTW™
ge-des  ge-bny  ge-Ine ge-unp  ge-Ae  86-Jdv  86-JelN  86-Ged  8e-Uepr 26990  L6-AON 1690 gara (NJIS) Nz ®
Joenuod JAS jeuosiad- "
sl'sey  09'62¢ GL8yL  S220Z  0SOF 05’16 5206 00°€L 00’19 0S'S0E  00€lZ  00'spl lenjoy 0szva""
89°JE€€  bT9SL  8Z'SE 8T'sE 000 'le 9L'LL 9102 8T'Se TLYLL 9Lell  9loz
102 €60 120 120 000 610 00 rAN) 120 v0o'L 0} FAN() lleAy Joenuod SHdIN"*
vard (noist) sz @
JOBIUOD IAS |euosiag- "
000 000 000 000 000 000 0s'LZL  0S'WWZ 00652 O00€ELl 0S222 05902 [enoy oszva“
000 000 000 000 000 see 000 TL8ST  8b0lC 8T LL 9€'ssT  vhI8L
000 000 000 000 000 4%} 000 ¥s'L 191 sy'0 44} g0°'L lleAy Joel3uoc) SHJIN™
vvra (noiw) Ne @
. . JORJJUOD DAS: |euosiad
STovP  STOPC  SL'T0T  SLvbE  SLLJS  STOLS SL0SL 00°'LS SThL 00°0F 00v0L SIS lenjoy 0s2va
C6'/9€  9E'SST  TEL9E  92'66S  8Y'O8Y  ZL'EBE  89'S6T  09ZZE  2SE6L 000 $9°08 08’9l
612 A4 612 5 98¢ ye'e oLl s6°'L vl 00'0 =140} oLo lleAy JoelUOD SHJIN' "
SINN quy a3/83/v394Q
JoesjuoD oAg jeuosiag-
00z9L 00’89l  0S'06L 00°0ZL 00C6L 0O'BLE 00'8LZ OS'9SL OSSSL  000ZL 0O'SOL  00'89l lenjoy 05Zva*"
Ov'o/L  00'89) 088l  Ov'9lLL 0088l 00’88}  Ob'9LL 0965} OZ'ISL 8Z6LL  SPbPL  SZELL
S0°1 0oL oLl S04 00l 0o'L S0') S6°0 060 12'0 28'0 120 IteAY JoBHUOD SULIW™™"

ndv Adoasopuz 3yoq

JORIJUOY DAS [eUOSIDG "

000 000 000 000 000 000 000 GZ6EE  0SVEE  O0S6LE  0SISE  STHeEe lenjoy oszva
000 000 000 000 000 000 000 000 vooly  08'7s€  spvbL  009eS
000 000 00'0 000 000 000 000 000 8y’ oLz 980 00'Z lfeAy JoejUOD SNIW
(ke@)ss / ndv vvoq
JoBLjJUOD DAS jeuosiog-
00’662} 00'vP2l 00'VEEL O0O'66LL 00'69ZL S2'68LF STELZL SZZTHLL SZTHSLL  OS'8LLL  0S'9LZL  SZOLSH len)oy oszva
CE'BE6T  vRL/8C  9G'8LLE  8V'YBOE 00'W20E TLZL0E SPOLZE 2E'0862 OTBYOE YT09LZ 09'V8ZZ 90
svll c1ll z6'8l o9e'8l 00’8l 6zl L6l vl sisl €79l o9l 18'91 Ireay Joe)u0D SAJIW ™

vad4a/va/vv3a lejoiqns Jo

JOBLJUOD JAS |RUOSIDG "

00'98LL 00'¢SZ) 0S'SZL ST'S8ZL 00692 00°LZkl SL'89LL  S2'TL6 STROLL OS'lE8  SZ'RSL 00’698 [enjoY 0sZva
0T'LIpL 09191 9//207 2ETl6 96ve8l 99TYOZ 96V88L  9LGSEL  bOVEIPL  YR'GEZL Zs°GLiL  zgesll
or'e S6'6 207cL vl [4A 43 g1el Ll 08 8b'e 8e'L v9'9 1492 |leAY JoEJUOD SULIN"

314 @sinN paiajsibay



P xipuaddy 314860WVE

se'l 950 oc’) 190 910 I 10°L 860 0zo .50 86°0 000 000 000 owoid yyeaH Hagd
(44 ££°C 000 000 000 000 000 000 000 000 000 ¥Z'0 000 000 owold yyesH Hag3
ge-des ge-bny g6 Inf  geunr  ge-AeW  gg-idy 86-454  86-Uer 16980 L6-AON 16O 9600 v6idy €690
S6'0 8o L0 104 560 20') 01 €80 S6°0 S6°0 S9°0 96'0 d9Q joenuod SudIN"
v’ €80 91 rAN 96y sy [T 0°€ 89'L 69°'L 092 8z'c : 20Q) JoERUCD ST
eisysauy yvia®
JOBJUOD JAS |eUOSId """
0026/ 0S'S6L 00889 GL'SLS 0008y 000ZS 000ZS OOOPr 008y OOPEY 00Ty  00°0ZS [emoy 0gZva
0262 00V0S OVZlS OvZls 088y 02625 08025 O09ESyr 00¥0S OFPSS 088y  00°9HS
Sl'E 00'e S0 so'e s8'C SL'E ole 0.2 oo'e oce 582 sTE IleAY JoBHUOCD SHJIAN"
oNI@
JoBjJUOD OAS JeUOSIRg
000 sT'98 0079 05T (T4 S.y os'zy 000 oo'9l STyl SLlT sLlT) |enjoy 05Zva*"
og'e 000 (154> 80°04 y0's syl ZLst 89°'L ov's ov's zEop ov'yelL
200 000 200 900 €00 Lo 600 100 s0°0 500 vZo 080 |leAY JoRHUOD SUJIAW'
(fouo) ML @
Joejjuo JAS [euositag "
STeZL SLlZ.  05T8L  €2€T.  OO'EYS  00'lZE 000 000 000 000 000 000 [enjoy 0sTva™
89'esy  99'9l8  95'9l9  ZL0Z. 95918 8Z6LL 000 000 000 000 000 000
VA4 19 9°€ 62y 19 120 000 000 000 000 000 000 IteAY JoBHUOD SHLIW

3390 Wwnqowl ®

JORIUOY IAS [BUOSIDG "

0S'€09 SZ'L06 SZ'0/0L SZOSE O0S0ZL 0OS'16 0080k G2'92L 0008k S.'98L 00ZSL SIS [emOY 052vQ°""

oL'yes OZere 92158  8bvPL  809EL  ¥8'EQ Zl'sse 950l el OFvEL  0092L 806

zre §9'S 10'S 980 18°0 8€0 60'S o 880 080 SL'0 950 lieAY JoBRUOD SHJIN™
vora (noo) s¢ @

JOB1UOD JAS [eUOSIDd"""

314 9sinp patajsiboy



p xapuaddy 3148600V

>

ujupy BuisinN j AOdO"""

YOL'ES  S8Y'lS  69C'ZS S6'1LS 6bz'eS 65575 Z6EES  col'gh  BZLvh . : . AOdO 19N 0L
WIS YOSy vO'SF LSy Oblb  VESS  VE'ES  bZer  1Z6S b2 SIYS 2829 S9TS 6Ly besh ujWPY NOG 1E0L
0 S0 S€0 80  $50 IS0 080 40 b0 90 80 290  vr0 80 €90 WapMIS DIELES D16
o't 60z st 10 90 80t 860  SL0 650 180 190 80h €L vze  Ssol PTIS ONVIEIS 951102 ONV
99'00L  Z0¥6  Z6'9LL  19'80L  19°'S8  L0°88 VI8 Z0Z6  VE'EOL  Z60L  LST0L  ZT6L  6SYS  BL'EOL  1Z°9S SuePMS D16 V4
S8EL e €96l /6l 6ELL  Lo'€h  Se'8L S0z Je'Ssz €68 po'ob L 08€L 0S89l SuSPMIS DNV MV
98'ly 600y 160V  9ZBE €09y  SIVF  96'%F  bEEh oSSy OL'ek  OC6E  bO'sy  90'8r  S0BE  6hSE weis (016) 1l oseud 983
8822  S96L  S5TC  L9SL LWL s9bL S8l LSS /8% 9eSh 68Tl 958L  ZLAL 6Ll zLlL ses1100 ONV 0383
06 I6€  pLE  €Z€  es€  6ZE 80t 91 671 0’} S50 oL suopezjUNWW| oL 184
€2z 07 leZ ez e9v  eS€ ISP 'S 0L  OVZ  Z9€  60°S suopezjunww] vigJ
SO'E €0°¢ 85°E 6l'c oc’e 85°E 26°C Sy 69°¢ VA A | 24X VAN 4 . ujwpy NY nol da€3
06e L€ 16 obY Wy by R 19y sev  €ze 9% ujwpy BulsInN quv Wasa
90y 829  SSBE  8Y'OE  BLEE  ZESP  8L9F PV LIS 29SS se'sh  8p'eS  S9TS €6y peSy Buisany jo 3deq 1083
vl 1St el o2z col oLl 652 sz 6z els yoddns / AOdO™

9'v6l L'6.2

[0°€L vv'oL - peOL  bO'El 00°0
oLs ve's 9% lo'e g 6’9 ze'9 og'L 8g'g 'S o1'g Zv'e 000

314 asinpN paiajsiboy



W G xipuaddy

314 [euolissajold eied

314860WVE
65°CLLL  89°180L /8'%VLL  GLOPLL 28°2E0L GY'0B0L 18/80L 89°0.6 L¥LOL  LL'0Z0L #VLZ6  98°0S0L  SL'ZOL  ZEVSLL  SHPIOL s3ldieoL
¥1°06 8y'e8 ¥8'SL SPEElL  GlLop L¥'66 ¥8'LL 29'95 v6'9¥ 20¥e 29'vS ¥8op 91°0v 86°0¥ 6L°€¢ JUNOJIY-9
L0'9ZL  60°29F 18861 00°'Z8F 0€Z9L 6€G9L  €5°89L  65°29L  86'9ZL ZLGLL  L¥¥SL 6L¥SL  €6LLL  €2'8SL  0€€0L JUN022Y-4 JoN
€5°1L S0'L oLt L0'L 6.0 S04 So°'L 060 S0'L oLt G6'0 oLy (OIWA'I9A snuw)odY-o
09°2ZL  ¥i'89L 16661  L0'88L  60°€9L  ¥b'99L  8S'69L  6¥'€E9L  €0'8LL 28'9LL 9€'SSL  6Z°SSL JunoodY-o""*
€e°16 8208 ‘0,06 GE'68 €118 €116 8£°66 oL'Lg 91'26 8910l €548 SO¥0L  LL'v6 0,88 59'88 Junoddy-3
6200y 00682  [E20F €6'€6E  60'LOP  €CL6E  E€VOP 8165  6V°L8E  LO'SEE  O8'GSE  SOSEP OCELF  1SU8y €095k unoddY-g
0E's¥e  ¥8'0¥C  LS'G¥C  2€U€Z  L6VEZ  62EVC  L0'WWZ LTl 90'2LZ L1202 ¥9'48)  Sv6LZ  ZLL0Z  OS68L 25102 JuUno2dy-g
oy'60L  66°0ZL  2GLEL  L'LLL 8L'L0L  ¥2'€6 69'90L /586 L0'66 1G'90L  8£'v8 8906 88'vEL  S9'68L  9L°L6L JUNOADY-y
8e-des  ge-bny  86-inr  g6-unr  86-ABIN 8610y  86-1EW  86-094  S6-UE[  £6-98Q  LG-AON 1690 9600  v6-dy  £6-390 oIS YoM




9 Xipuaddy 3.14860NVE

R : ; 2 i &
8T’ LS 99'6p 26'SS €L°¢S Zr'se 65°ey clsy 6y cLle y9'se (@ uwpy vog3

$8°86 oL've zz'vol S1'90L 18°86 2056 8120} £2°68 897001 90°e0} 20°L6 00°80} 6v'0Ci v8'vol 29'v0L

A3/r3 [ejoigng avd
€L'vC 18'6¢ SL'LE 0.'s2 SL'L2 clle 20T 16°8¢ 08°92 L6'Se

SR R s % S 3 SRR AR < R RN

LV'EL L2'el 147 91'69 LLVL 9z'9. 1757} V@N.ow (@vd) enedu) vvr3

€.°9C 06°€e vl'se 8862 Wve 6192 61'92 0L'€C ge'se 6c°.2 69°LL eeel “lIo0 Aved pay L vHE3
LS [42 Qv Li's 8|Sy lg's Se's 6€'9 G99 [ XA 192 08’8 656 ev's 0E's Buiy dg pewolg aMvd
[ TAVAY vyel SE°Sl ov'9l LLsi ve'sl A1 <S9St 6091 19’6 929} €€°01 PA-PAN G6°'Sl qed [eando YOV
05¢ 00'c ev'e 159 oool 0s'0l 0s°0lL 0s'6 0S'0b 0s'6 00'ci [0}5% 41 0091 0o'vlL Aipuneq esnoy-ul ywH3
oy'ee S6've SLve 66°2¢ 0¥ 6402 65'eC (4424 er've i lredoy pawoig yvo3
quisig g9y33

SOAS [elSlel Y33

L0°lS

80°El 8y'L 81’9 29 86°G 060} 062 JWBW Jueld Yva3
000 00's SLy 0SS 0s's 0s's 0SS doid [eey Jo Juley yvoad3
46'/€6  S9'606  9T'8Y6  €€'8€6  L9'l88  L6'/€6  9Q0'0M6  ¥9¥Z8  SL'S/8 L0688  €1'99. QU'LE6  91°US6.  JE668 16'588 s3ldieol
18%2 ({44 £€°6C FAR 1> 80702 ££'9¢ 2292 CIN-1 S0'sl 8r'Zi r{ WA} £8°91 19°cL 102 sk JUNo2dY-9
18'62 €LV S8'c9 y9'.lS 2109 16'59 pL'€9 29'65 65°€9 2209 9905 1S5'€9 5299 18'%9 659 JUNodoY-4 19N
2128 €162 SS'yL S6'9L 98’12 il 1508 86°0Z 19°0L L'0L EP9 1962 (OWN'IPA Snu)odY-4
86261  98'skl OOVl  6SPEL  €£0°TElL Wwevl sZvyL g0l vel /6°0ek  86FLL  ZL'ey) JUNO2OY-o "
81'2€9  89°Gl9  LS'0S9  06'0E9  S0T09 96029  €8'€E9  2RTYS €109 SEEL9  6TEIS  V6ZES  Lb'9gs 95'vE9 0.'229 junodoy-3
yo'pL 962, yo'el €SYL z6°el 1’6 YXA A S1°0L el £TYL $0'89 | 2ATA] 288 ovyL yL Ll junodoy-q
LE'€Cl  20/LL  Se'eZ  00'9ZL  8G'SLL 829TL  88'/ZL 69°80)  8ZSLL  2ZSTZl  6TT0L  SIbZL ZLOLL 1898 6898 junodoy-g
zZi'g <6 2511 Ll 186 ££'6 206 £'g £2°9 129 £€°S py'9 ob'cL Lyl $9'GlL JUNo2oY-y
ge-des  ge-Bny  ge-Inp 8e-unp  ge-Aely  g6-idy 86BN 86-G°d  86-Uer L6990  L6-AON 16190  96-190 v6-1dy £6-1°0 9IS YoM

314 eARensUWpPY



L Xipuaddy 314860V

o'tze 89CIVE  08'9SZE  BL'GLEE  [8'SLEE  L@'CBLE  ZT'OBEE  LE'SBEE 69'CEOE  O6'LLIE  00LSLE  Z'€98Z  EOTLOVE  b@LLbE SLoPLlE  69°160E s3Ldfejol
rA 1% 41’981 ve'8Sl  PSOEL  LL/€Z ¥800L 65802 99°0PL  S9'60L  80V6 181 2T90L  TGPOL S9'C6 2008 £6'vL junooody-9
9'ZLe 60689 lEPPO 62999 91'9/9 L9689  69ZL9  61°/89  00°9€9  HQ099  bY'SYY  bL9BS  PZ069  96°L9S 960vy  €5°9/¢ JUnoddY-4 JoN

9£°96 9588 97'08 2788 €128 ££'88 ££°¢6 1ze8 0558 v l8 582 09°¥6 (OWY 1A shulw)ooy-4

iv'S8L  [BCEL  GG'LS.  e€¥'V9l  S@'8LL  TO'M8L  ZTS08L  Z'8LL  vEOpL  88'2EL  LE'SIS beel JUNoddY-4**
L9z 66'988  p6'9E8  GO'I88  Ll6V8  80PZe  66'€98  1'898 9188,  Llv8 6'798 60'CP. 29906 85206  SS°0S8 62098 Junosay-3
(0°18) LTyl \eTTL  65'99.  SL'TP.  evsSl.  8Sl 6'8LL 88'688  SLvE.L  /8/b.  SK'899  2L'9Z8 OM'0S8  09'8€8 24 TA] junosay-q
epel LLW9  Tv'le9  pT0S9 0009 6L'S6S  2SLES  BETEY 66195 LZ06S  €9¥8S  LOGLS  bSOl9  peSLe 16y 8y l0S junodoy-g
(8281)  €evl9z 96'Z9Z  /8'V8Z 80092 S6'0/Z  €¥'SPZ  €1'89Z  LbovZ 98'0SC Sl'¥Sz  96'62C  61°9SZ  66°65€  ST6EY [4A 444 JUNOSOY-y

86-des  ge-bny  ge-Inr seunt  ge-ABN  86~1dv  86-JEW  86-G9d  86-UB[  16-090  Z6-AON 16990 96390 y6-1dy £6-)°0 S YoM

314 eAge[nWNY



g xipuaddy 314860WVE

vbe 6£2 (174 €92 €92 192 si2 99z e 0z =154 8ve 5] €le 8€ee AOId/ADHO
zZL 1z 1A 621 ocl 81 8cl vyl £yl 8zl €cl £yl LE1 =] 10z ¥ds/ADdO
voles  sspvis 69225 86925 G6LLS  89£/S 6bZ8S 65525  T6EES solsp T4k 50095 gec'sh  v/9'6S  816't9 AD do
69'ley 98’0y 9Leey  S§'80F  €L'66E 9Ly 8L0Ty  89'V9E  OL'bIE  0Z'S/C  LTIEE  SOMGE  ZV'ESE  ££°908  0L'GLE yeysds
610 0z'0 120 - 8Lo 810 810 PAN) 81’0 610 0zo 810 810 220 ¥Z'0 $20 2ullD 10} {leAY 20Q%
Sv'sel  2ZLI88  ZL'A/9 €5'6/9  §9'899  SV'EE.  8GEEL  Lp'899  [CT69  LTV89  MEEE9  81'S9. 8272/  LLOSS  9Z9ES sooq |ejol
05'9€L  sv'eel  Le'eyl  60C2L  SP'OZL  8Y0EL  Z€'92L  €9'02k  BEOSL  MLEEL  OZMLL bEZEL 6509 €982l zelZh uelou)o-g
85'c8 Lze 15°e8 9e'6L 129 le'68 AT 899 €L's8 'S ¥0'sL sl'es £2'S6 1029 90'29 d4oa-8
LLlv9  ev'ie9 ¥2'0S9 00019 6LG6S_ 2S'E9  6EZEO 66195 JZO0BS  £9V8S  LOGLS  PSOL9  BZGLO  ZLU6Y  8Y°L0S junoooy-g
ge-des 86BNy 86Nt 8EUN  B8e-ABW  86-4dv  86-JBW  B6-ded  86-Uel 16990  L6AON 167190 9690  ¥64dy  £6-1°0 S HioMm

suonejnajes Alojejnquiy



6 xipuaddy 314860Wve

000 [¢] 8Ll 000 %816 Le’LEl S6Vl 64} %088 89’892  2'G0€ 74 ‘GLE 86-dag

00°0 0 LLL 000 %E¥6 €8°LE1 2144 181 %688 LLble 1's0¢€ (A% S02 86-bny

06} 65¢ oLl 02 %2'56 Se'LEL  TYhL 681 %088 c¢0'egz  L'soe e S02 86-nr

G6°L G8¢ oLl 6L¢ %286 €5'lel  6'ecl 861 %068 ¥8'052 8182 15¢ S0C 86-unp |
oee (414 09i 68¢ %C0LL €2'65L 60Vl 102 %6'L0L  95°20€  8'962 86¢e S0¢ 86-keyy
v0'e G965 (=725 le'e %G'G6 65°1ElL  g'lgl 981 %9°L8 LL'vS2 8062 g€ S02 86-1dy ,
9Py 488 9Ll ¥0'S %¥'L8 L5°¥S5L  6'9LL 802 %2 6L €8°/8¢ £'e9¢ 89¢ Gie 86-1e|y

92°¢ 89y cst 80°¢ %.L'96 9lgsl €161 02 %V'88 Gl'882  0'9ce 85¢ 174 86-G94

4 2 o9 09l ¥o'v %1°66 16251  6°091 102 %S°€8 86'¥8C  €'l¥e 95¢ Sie 86-uer

L2 el4 9.l or'e %6°¥8 6L LYl V291 61 %¥'LL 69'692  v'eve aeve Sic 46-98Q

gl'e 6€5 vl vLe %L'S0L  ¥8'Ell vyl 161 %026 68'Gle  T'eve 6€¢e 1444 L6-AON

€0'e €€9 89l e %6°16 0’04l 6'v81 60¢ %9'8L 1.°00€  9728¢ 18215 1444 L6710

14 oSy 09} 18¢ %920l L0°LLL  S2elL 80¢ %¢€'L8 LE'PLE  6°66E 0se e 16-dag

oL'e 099 891 8¢ %E€'88 . 88°/91L T06} 1] 34 %¥'9.L 10°L0€  €'v6€ L5€ 1444 26-Bny

4: 4 819 9L} 16°¢ %168 4019 L'08) 612 %¥'vL GL'082 9LLle Loe e L6-np

€G6°L £ 88l ote %620l G6'69L 269} Lee %6°¥8 L1962  6'8¥E €9¢ €le Lg-unp

or'L Lee 891 L6°} %0'L0L L1061 T'98l L1e2 %9'€8 95°0ee  ¢'g6¢E €L8 €L2 16-Kepy

89'} 0s¢e oLl 66°1 %.'66 16081  t'I8L 602 %E'v8 8v'lle  9'9/¢ gge €2 L6-dy

<% ove 891 €'l %0201  OL¥8L 9Ll 161 %€'26 co9ee  L'poe 6S€ €2 L6-Je|N

611 €ee ¢St €571 %2'96 19’881 1’961 S61 %928 vi'ive  €ocy 96¢e €2 16-G34

ve 09y 91 vLle %0'€8 co08L  §/i2 161 %S"GL lgeve  8'vSh ove €Le Le-uep

€e'e 4 89l e %8°€8 egell 9'soe S61 %0°9L ¥8'9¢2¢ L1ocy §Ge €L2 96-93Q

€0 88¢ [4*]2 4 %L'10L 9016l  6°88) 161 %026 GL°0.e  Oeo¥ gge lee 96-ACN

ev'e Ly 9Ll e %506 €5¥8L  8'¢€0Z 961 %1 ¥8 or'goe  eveEd g9e (4% 960

Nd 10/30 SIH3D WuoNJH 3O NY %NY IlBAY NY  bay NY ubssy NY DIu/eAY  a|qejieAy oy NSWM  paubissy $pago20 speg Sjeq

OWV4 - SPIEM eAjejnund

NSWM :@2Jnog
spiepn Juaneduj sAejnwing



